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New!—Gross on Surgery of Infancy and Childhood 


This new book presents a brilliantly clear picture 
of surgical practice at the Boston Children’s Hos- 
pital. It is not a revision of the classic “Ladd and 
Gross” for it provides the complete management 
of general surgical disorders in children, covering 
all common abdominal operations plus cardiac 
surgery and other operations within the thorax, 
genitourinary surgery, wringer injury of the arm, 
thyroglossal cysts and fistulae, etc. 


W. B. SAUNDERS COMPANY ° 


Etiology, incidence, diagnosis, criteria for operation, 
preoperative care, anesthesia and postoperative care 
are discussed in addition to operative technic which 
is demonstrated in move-by-move detail, both verb- 
ally and pictorially. Authoritative comparisons are 
made between end results from different procedures. 
The illustrations are masterpieces of instruction. 

By ROBERT E. GROSS, M.D., Ladd Professor of Children’s Surgery, The 


Harvard Medical School; Chief of Surgical Service, The Children’s Hospital, 
Boston. 1000 pages, 7”x10”, with 1488 illustrations on 567 figures. $16.00. New! 
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Swine from radiography to fluoroscopy or 
back again .. effortlessly . . . with a NEW 
Keleket KRF-P Combination, superbly de- 
signed for most diagnostic requirements. 
100 MA and 200 MA Combinations are ideal 
for office, hospital or clinic. Offering the 
utmost in convenience, the new Keleket 


Tube Arm replaces the costly, space con- . 


suming floor mounted tubestand . . . yet 
permits every angulation and adjustment 


Me 


..- Eliminates: 


tubestands 


_...Saves space 
and cost! 


required. A KRF-P Combination can be ac- 
commodated and operated with ease in an 
8 by 10 room. The multiple advantages of 
this unit must be seen to be appreciated. 
Let us give you complete details. 


Write for FREE LITERATURE 
KELEKET X-RAY CORP. 


210-7 West Fourth St. Covington, ly. 
Export Sales: Keleket International Corp. 
660 First Ave., New York 16, N. Y. 


She oldest name. in 


SOMPLETE X-RAY DIAGNOSTIC FACILITIES 
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for longer, 
more lasting 
relief of itch... 


@ Isa totally new synthetic agent unrelated to the 
antihistamines or -caine compounds. 


€ Relieves itch more rapidly in more patients for a longer period of time 
(up to 12 hours from one application). 


@ Retains its effectiveness on continued use. 


@ Is nontoxic and nonsensitizing. 


@ [Is nongreasy, nonstaining and nonodorous. 


Evrax® Cream (brand of crotamiton cream) 
10% N-ethyl luid 


Eurax in scabies: Only one or two applications 


in a vanishing cream base. Tubes of 20 Gm. 
produce cure rates ranging up to 100 per cent. 


and 60 Gm., and jars of 1 Ib. 


(1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and Michel- 
felder, T. J.: New York State J. Med. 50:1934, 1950. (3) Pierce, H. E., Jr.: J. Nat. 
M. A. 43:107, 1951. (4) Hand, E. A.: J. Michigan M. Soc. 49 :1286, 1950. (5) Soifer, 
A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (6) Tronstein, A. J.: Ohio State 
M. J. 45 :889, 1949. (7) Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 
63 :768, 1951. (8) Hitch, J. M.: North Carolina M. J. 12:548, 1951. 


GEIGY PHARMACEUTICALS 
Division of Geigy Company, Inc. 

220 Church Street, New York 13, New York 
In Canada: Geigy (Canada) Limited, Montreal 
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¢@ 2 Women in all walks of life find Tampax 
g/ intravaginal tampons a more comfortable, 

improved method of menstrual hygiene, 
permitting uninterrupted pursuit 
of their activities. 
Enthusiastic approval by the medical 
profession, as well as continued use by 
innumerable thousands of patients, indicate 
the high degree of satisfaction inherent in the 
Tampax technique of absorption of the menses. 
Three Absorbencies: Regular, Super, and Junior 
COMFORTABLE — physically and psychologically 
CONVENIENT — easy to use, with individual applicators 
SAFE — eliminates odor and irritation 


PROFESSIONAL SAMPLES ON REQUEST 


the intravaginal menstrual guard. of choice 


TAMPAX INCORPORATED + PALMER, MASS. AOA-73 


ACCEPTED FOR ADVERTISING BY THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
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what does BREAD 


contribute? 
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Bons twelve years ago the baking indus- 
try began large-scale, nationwide commercial 
production of enriched breads. Today such 
breads represent about three-fourths or more 
of all the marketed white bread in the United 
States,' and rank high among the foods which 
contribute essential nutrients—in important 
amounts—at low cost—to the nutrition of the 
American people.’ 


It is not so long since deficiencies of certain 
B vitamins and iron were regarded as suffi- 
ciently widespread in the United States to 
merit serious attention. By providing broad 
distribution of these nutrients in effective 
amounts, commercial enriched breads have 
contributed notably to reducing the incidence 
of these deficiencies,’ as reported for instance 
among patients of charity clinics throughout 
the country.’ It is authoritatively believed that 
bread enrichment has improved the health of 
a large segment of our population.‘ 


Per pound, enriched breads today contribute 


—as required by government definition and- 


standards of identity’—at least 1.1 mg. of thi- 
amine, 0.7 mg. of riboflavin, 10 mg. of niacin, 
and 8 mg. of iron. Thus they are distinctly 
superior to homemade as well as bakers’ white 
breads of former years. 


NUTRIENTS AND CALORIES CONTRIBUTED BY 6 OUNCES OF ENRICHED MARKET BREADS 
AND THEIR PERCENTAGES OF RECOMMENDED DAILY DIETARY ALLOWANCES* 


Each pound of commercial enriched breads 
contributes also 39 Gm. of protein—wheat flour 
protein supplemented with milk protein—bio- 
logically applicable to growth as well as to 
tissue maintenance.” 


Another significant contribution of such 
breads is 400 mg. of calcium per pound.° Last 
not least, and rather to be praised than to be 
deprecated, is the low-cost contribution of cal- 
ories which bread makes to energy needs. 


The appended table shows the important 
amounts of six essential nutrients contributed 
by six ounces of marketed enriched breads. The 
table also shows the notable percentages of 
the National Research Council’s recommended 
daily allowances this small amount of present- 
day enriched breads represent. 


% The Seal of Acceptance denotes that the nutritional 
statements made in this advertisement are acceptable 


ww= to the Council on Foods and Nutrition of the American 


Nutrients 
and Calories 


Protein 


Thiamine 


Riboflavin 


Niacin Iron Calcium : Calories 


Amounts 14.5 Gm.’ | 0.41 mg.” | 0.26 mg.’ | 3.8 mg.’ 4.5 mg.® | 150 mg.° 
Percentages 
of sate al 21% 34% 14% 32% 38% 15% 20% 


*Daily dietary allowances recommended by National Research Council for a sedentary man (154 Ib.). 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE 


1. Geddes, W.F.: Cereal Chemists Guard Nutrition, Agri- 
cultural and Food Chemistry 1:38 (Apr.) 1953. 
. Sherman, H.C.: Chemistry of Food and Nutrition, ed. 8, 
New York, The Macmillan Company, 1952, pp. 597-600; 646. 
a: Flour one Bread Enrichment, 1949-50: Prepared by The 
tee on Cereals, vane and Nutrition Board, National 
Council, 1950. 


e CHICAGO 6, ILLINOIS 


4, Sherman, H.C.: The Nutritional Improvement of Life, New 
York, Columbia University Press, 1950, pp. 86-87. 


5. Bakery Products; Definitions and Standards of Identity: 
Federal Register 17:4453 (May 15) 1952. 


6. Data furnished by the Laboratories of The American Insti- 
tute of Baking, Chicago, Illinois. 


7. Watt, B.K., and Merrill, A.L.: Composition of Foods—Raw, 
Processed, ‘Prepared; 


United oy Department of Agri- 
culture Agriculture Handbook No. 1980. 
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You wouldn’t 
prescribe 


15 apples 
a day! 


Yet, it would take 
about that many 
apples to equal the 100 mg. 
ascorbic acid content 
of a single capsule of 
“Beminal" Forte with Vitamin C. 
This preparation also contains 
therapeutic amounts of important 
B complex factors, and is 
particularly recommended for 
use pre- and postoperatively 
and whenever high 
B and C levels are required. 


AYERST, McKENNA & HARRISON LIMITED « New York, N. Y. + Montreal, Canada 
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STRIKE PAIN OUT 


® 
Yes, whenever muscles ache use MINIT-RUB, 
the modern counterirritant. It starts to 


relieve pain in a matter of minutes. 
Just a dab in the palm of the hand, : 
a minute or two of brisk rubbing. A a INGREDIENTS. O11 OF MUSTARD, CAMPHOR MENTHOL, METHYL SALICYLATE 


BRISTOL-MYERS CO. NEW YORK maT WT. 23 


soothing warmth promotes prompt relaxation. 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 
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low-calorie 


DIETETIC FOODS 


to ease the psychic problem 
of weight-reducing diets 


TastI-DiET brand dietetic foods are designed to 
take much of the hardship out of “‘dieting.’’ They 
provide the very foods obese and diabetic persons 
usually crave most—rich-tasting desserts, puddings, 
jellies, luscious fruits packed in sweet, syrup-like 
liquid, tangy, tasty dressings for salads. Through 
their use the obese patient can “eat his cake and 
have it too.” 


These foods, remarkably low in calories, are 
processed without sugar, using saccharin or sucaryl 
instead. Nonnutritive texturizing agents give them 
the ‘‘feel’’? and taste of foods prepared in the 
usual manner. 

By making the prescribed diet so much more 
palatable, Tasti-Diet brand dietetic foods ease the 
task of dieting. They cost but little more than 
ordinary foods. Your patients will appreciate being 
told about them. 

Physicians are invited to send for 


literature and a representative sample 
of each category of the foods mentioned. 


FLOTILL PRODUCTS, INCORPORATED 
TASTI-DIET DIETETIC FOODS DIVISION 
Stockton, California 


Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet canned vegetables are processed 
without the addition of salt or sugar; Tasti-Diet dress- 
ings, containing no sugar or mineral oil, are pre- 
pared especially for low-calorie, low-sugar, and 
diabetic diets. 


TASTY 
JELLIES: 
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APR. 1953 << —> A NEW TITLE™ 


IMMUNITY, HYPERSENSITIVITY 
AND SEROLOGY 


By SIDNEY RAFFEL, Sc.D., M.D., Stanford Univ. 


The purpose of this new book is to describe the phenomena of immunity in basic terms, 
especially with regard to native and acquired resistance to bacteria, viruses and toxins. 
Logically arranged, it progresses from the theoretical and experimental aspects of im- 
munologic reactions to the important considerations of hypersensitivity, the mechanisms 
of resistance to infectious diseases and those specific aspects of serology which are of 
importance in the study of immunity. Practical applications are stressed. 


IST EDITION. APR. 1953. 531 PAGES. 58 ILLUS. $8.00 


Publ. 8-25-52 Zinsser's TEXTBOOK OF BACTERIOLOGY [0th Ed. $11.00 
Publ. 3-10-52 Belding's TEXTBOOK OF CLINICAL PARASITOLOGY 2nd Ed. $12.00 
Publ. 8-5-52 Cole & Elman's TEXTBOOK OF GENERAL SURGERY 6th Ed. $12.50 
Publ. July 1953, Smith & River's PEPTIC ULCER, Ist ed. $12.50 

Publ. 9-24-51, Elman's SURGICAL CARE, Ist ed. $10.00 


AUG. 1953<— 


—> A NEW TITLE= 


THORACIC SURGERY 
and RELATED PATHOLOGY 


By GUSTAF E. LINDSKOG, M.D., F.A.C.S., Chm. Dept. of Surgery, Yale University School of Medicine 
and AVERILL A. LIEBOW, M.D., Professor of Pathology, Yale University School of Medicine. 


This new text provides a synthesis, analysis and compilation of present available knowledge in the 
increasingly important field of thoracic surgery with emphasis on those basic aspects of anatomy, 
hysiology and pathology which are so essential to an understanding of this complex subject. 
here are 362 original roentgenograms, diagrammatic sketches, photographs and tone drawings. 
The minutiae of operative technic is subordinated to the broader surgical aspects of thoracic dis- 
ease. 


AUG. 1953. 686 PAGES. 362 ILLUSTRATIONS. $15.00 


Publ. 1-31-51 Larsell's ANATOMY OF THE NERVOUS SYSTEM, 2nd Ed. $9.00 
Publ. 10-16-51 Rosenau's PREVENTIVE MEDICINE AND HYGIENE 7th Ed. $15.00 
Publ. 9-28-51 Kolmer's APPROVED LABORATORY TECHNIC 5th Ed. $12.00 

Publ. 10-29-51, Roen's ATLAS OF GENITO-URINARY SURGERY, $10.00 

Publ. 6-20-51, Brust's PHYSICAL DIAGNOSIS, Ist ed. $5.00 

Publ. 6-2-52 Barker's THE UNIPOLAR ELECTROCARDIOGRAM Ist Ed. $12.59 


AUG. 1953 <— 


> NEW 12TH EDITION—— 


HOLT PEDIATRICS 


(Formerly Holt's Diseases of Infancy and Childhood) 


By L. EMMETT HOLT, JR., M.D., F.A.A.P. and RUSTIN McINTOSH, M.D., F.A.A.P. 
WITH MORE THAN 60 COLLABORATING AUTHORITIES 


For 50 years succeeding editions of “Holt” have expressed practical pediatrics in terms of the fundamental pre- 
cepts of clinical science. This rewritten edition, the first since 1940, maintains that tradition and is clearly 


— thorough in its coverage and entirely up to date in its detailed methods of prevention, diagnosis and 
reatment. 


The authors and their collaborators have a background of broad experience in all phases of pediatric re- 
search, clinical teaching and successful practice. The result is an intelligent blending of the theoretical and 
practical considerations affecting the physical, mental and emotional development of children, and the recogni- 
tion and effective treatment of the diseases and injuries to which they are subject. 


12TH EDITION. AUG. 1953. 1542 PAGES. 262 ILLUSTRATIONS. $15.00 


APPLETON-CENTURY-CROFTS, INC. 
35 WEST 32ND STREET, N. Y. I, N. Y. 
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The Dual Purpose Unit 
for 


DAY AND NIGHT 
PROTECTION 


in 
BRONCHIAL ASTHMA 


A single package, a single prescription, yet 
two dosage forms are the unique advantages 
of the DAINITE® Unit for around the clock 
protection of the asthmatic patient. Continu- 
ous therapy is thereby supplied based on the 
fundamental difference between the day and 
night requirement of bronchial asthma. Both 
Day and Nite tablets provide fully effective 
therapy against asthmatic attacks; a signifi- 
cant modification of the Nite tablet specifically 
protects sleep. Striking objective improve- 
ment in pulmonary function, together with 
good tolerance, has been reported with 
DAINITE.'.2.3.4 

Supplied as the DAINITE UNIT containing 
48 Day Tablets and 18 Nite Tablets in a 
unique dispensing unit. Day and Nite tablets 
are also available separately, to simplify 
prescription and refill according to individual 
needs. 


References: (1) Segal, M. S.: Springfield, 
Charles C. Thomas, 1950, p. 83; (2) Barach, 
A. L: JAMA. 147: 730-737, 1951; (3) 
Segal, M. S., et al.: Ann. Allergy 9: 782-793, 
1951; (4) Bickerman, H. G., and Beck, G.: 
Personal Communication. 


IRWIN, NEISLER & COMPANY « Decatur, ILL. 
Research lo Sewe Your Practice 


Each DAY tablet Each NITE tablet 
contains : contains: 
Phenobarbital.............. ¥% gr. 
Sodium Pentobarbital....... Y gr 
Aminophylline............. 4 gr 
Ephedrine HCI............. 
Y% gr........ Ethyl Aminobenzoate....... Y% gr. 
2% gr........ Aluminum Hydroxide. ...... 2% gr. 


Give t.i.d.a.c. Give at 10 P.M. 
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WHEN DIETARY 
‘SUPPLEMENTATION. 


i; If the concept of an ideal dietary supplement could be formulated, 
| it might well be one that provides qualitatively every substance of mo- 

ment in human nutrition. It would provide those for which human 

daily needs are established as well as others which are considered of val- 

ue, though their roles and quantitative requirements remain unknown. 


How Ovaltine in milk approaches this concept, and how well the 
recommended three glassfuls daily augment the nutritional intake, is 
shown in the appended table. The two forms of Ovaltine available— 
plain and chocolate flavored—are closely alike in their nutrient values. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for 
Daily Use Provide the Following Amounts of Nutrients 


(Each serving made of % oz. of Ovaltine and 8 fl. oz. of whole milk) 


MINERALS 


CHLORINE 


VITAMIN 0.005 mg. 
*VITAMIN D 


*PROTEIN (biologically complete) 
*CARBOHYDRATE 


*LIPIDS 
‘ . *Nutrients for which daily dietary allowances are recommended by the National Research Council. / 
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Costs no more per day than 


ordinary formulas requiring 


vitamin adjustment 


Bremil 


approximates the milk of the mother 


@) 
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Bremil is not expensive. This complete 
formula requires no added vitamins. 


Yet the baby on Bremil receives all the 
known nutritional benefits of breast 
milk. 


Bremil is a formula which approxi- 
mates the milk of the mother: 
amino acid pattern 


in fatty acid pattern 
carbohydrate 


(lactose) >Bremil 
....in Ca:P ratio (1 %:1) 


....in curd-particle size 
plus vitamin standardization | 


Bremil is the first and only infant food to 
achieve all of these requirements! 


Prescribe Bremil for your babies who are not 
breast-fed ... and compare their weight 
and growth gains during the important early 
months. 

Clinical data and samples are available to you. 
Write to: 

PRESCRIPTION PRODUCTS DIVISION 

The Borden Company, 350 Madison Ave., N. Y. 17 
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For cervicova gmal infections 
with LEUKORRHEA: 
FURACIN 


In effective, convenient dosage form: 
FURACIN VAGINAL SUPPOSITORIES 


Some degree of leukorrhea occurs Some advantages of Furacin: 
in over 50 per cent of multiparous ° Bactericidal to the majority of pathogens of 


surface infections 
women. When this is a result of in bl pod, pus & serum 


bacterial cervicitis or vaginitiia- No interference with healing or phagocytosis 


accessible to vaginal medication— 

References: Doyle, J. C.: Vaginal Infections and Their Man- 
Furacin Vaginal Suppositories can agement, Urol. & Cutan. Rev. 55:618, 1951 « Schwartz, J.: Fura- 
abate markedly both the discharge cin Vaginal Suppositories in Pre- and Postoperative Treatment 
and malodor of Cervix and Vagina, Am. J. Obst. & Gynec. 63:579, 1952 « | 

‘ Weinstein, B. B. and Weinstein, D.: Vaginitis, Mississippi Doctor 
29:117, 1951. 


Formula: Furacin Vaginal Suppositories contain Furacin 
0.2% @® brand of nitrofurazone N.N.R., dissolved in a self- 
emulsifying, water-miscible base composed of glyceryl laurate 
10% and synthetic wax. 


Literature on request 


noRWICH, NEW YORE 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 


FURACIN SOLUBLE POWDER=s 


FURACIN NASAL 
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N NIT \ 


New Book! 
HERBUT—UROLOGICAL 


PATHOLOGY 


By PETER A. HERBUT, M.D. 


Professor of Pathology, Jefferson Medical College and Director of 
Clinical Laboratories, Jefferson Medical College Hospital, 
Philadelphia, Pa. 

Dr. Herbut’s two-volume Urological Pathology is an 
outstanding contribution to the need for help and 
guidance on this important subject. Because it was 
prepared with the great care and precision so 
necessary to produce a work of this magnitude, it 
has been widely accepted by physicians, surgeons, 
gynecologists, urologists, pathologists and students. 
Diseases are considered as separate entities in each 
of the components of the genito-urinary system and 
discussed under the headings of congenital ano- 
malies, inflammations, tumors and mechanical dis- 
turbances. To make the text still more useful, each 
disease is discussed in relation to definition, distri- 
bution, course, gross appearance, microscopic ap- 
pearance, spread (in connection with tumors), 
complications, clinico-pathologic correlation, diag- 

nosis, treatment and prognosis. 


New. 1222 Pages. Complete Index in Both Volumes. 
527 Illus., 2 in Color. 2 Volumes. Per Set: $24.00. 


Washington Square 
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LEA & FEBIGER 


Journal A.O.A. 
July, 1953 


New Book! 
TAYLOR— MANUAL OF 
GYNECOLOGY 


‘ By E. STEWART TAYLOR, M.D. 


Professor and Head of the Department of Obstetrics and Gynecology, 
University of Colorado School of Medicine, Denver, Colorado 


This book provides physicians and students with « 
concise, yet highly effective understanding of the 
basic principles of gynecology. Emphasis is on the 
medical, psychosomatic and endocrinologic aspect: 
of diagnosis and treatment. The many common 
gynecologic conditions family physicians see almos 
daily are discussed in detail. There is sound guid- 
ance on every step of procedure, from how to take 
a history and make an examination, to the adminis- 
tration of currently accepted therapy. In addition, 
there are separate chapters on abortion, infertility. 
the menopause, and on the proper use of hormone 
preparations. The technical aspects of operative 
gynecology have been purposely omitted. Refer- 
ences in the bibliography are by modern authorities 
and appear in readily available medical journals 
or books. 


New. 204 Pages. 70 Illustrations. $4.50 


Philadelphia 6, Pa. 


the 
leader 
in 
research 


creator of push-button controls 
now brings you an important 
dvance in X-Ray Technology: 


0 


VA 


CONTROL 
UNIT* 


with the “DUOTECH” you 
get consistently better results 
with MODERATELY PRICED 
equipment, formerly 

obtainable only with the 

most expensive! 


Milliampere 
Second (MaS) Integrator gives 

a revolutionary concept of 

accuracy in radiographic quality 
control with the fastest possible time 
of exposure. You get radiographs 

of consistent density regardless of 
power line conditions or other factors 
. -. and the shorter exposure time 
gives sharper detail. 


*The “‘puotecn” Simplified Technique 
reduces the usual 3 operational steps 
to 2. The Technician makes only 

2 selections: MaS and PKV. It’s easier 
and faster, while giving complete 
protection to the X-ray tube. 


a F. MATTERN MFG. CO. 

§ 4635-59 No. Cicero Ave., Chicago 30, Illinois 
i 0 Please send me free booklet about the 


Name 

a Addr 
City. State_—— 
Phone. — 
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F. MATTERN MFG. CO. 
““DUOTECH” 
YS Ha) Have your dealer call for appointment 
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Idiopathic Pruritus Ani 


Histar presents a combination of py- 
rilamine maleate (Merck), 2%, and 
an extract of selected crude coal tar, 
derived by an exclusive process of 
fractionation (Tarbonis brand), 5%, 
in an emulsified hydrophilic base, non- 
greasy and clean in application. The 


contained pyrilamine maleate is rec- 
ognized as of outstanding antihis- 
taminic value. The special tar extract 
in Histar is decongestant, anti-inflam- 
matory, and potently antipruritic. 
These two therapeutic agents appear 
to potentiate and complement each 
other’s actions ina manner which may 
well be termed physiologic synergism. 


Histar is available on prescription 
in 2 oz. jars through all pharma- 
cies, and for dispensing and 
hospital purposes from supply 
houses, in 1 Ib. jars. 


ConstantLy broadening clinical 
use has shown Histar to be of excel- 
lent value in allaying the torment of 
pruritus ani. Its contained pyrilamine 
maleate, reported to be considerably 
more potent than many topical anes- 
thetics, together with the notable anti- 
pruritic action of its special tar extract, 
assures the physician of rapid re- 
sponse, when Histar is prescribed in 
pruritus ani, whether secondary or 
idiopathic. 


THE TARBONIS COMPANY 
4300 Euclid Avenue + Cleveland 3, Ohio 


TRADE MARK 


THE TARBONIS CO., 4300 Euclid Avenue + Cleveland 3, Ohio 


You may send me samples of Histar. 
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RELIEF /. 


| CHRONIC. CASES OF 
BRONCHIAL 
ASTHMA 


WITH 


PHENARSENIDE 


. is reported by Dr. Harold L. Bruner, Chief of 
Allergy at the Philadelphia College and Hospital of 
Osteopathy, in the April 1953 issue of ‘The Journal 
of the American Osteopathic Association.” 

Other clinical studies reveal that Phenarsenide — 
a palatable liquid containing arsenious iodide — 
gives relief in those cases where, despite adequate 
treatment, bronchial asthma persists. 


Available on prescription only. 
Literature ond les.on request 


A. J. PARKER CO. 


PHILADELPHIA 4, PA. 


Slides 
For REFERENCE and TEACHING 


Sets of fifty 35mm Micro X-Ray Recordings of roent- 
genograms from leading specialists’ files. Diagnos- 
tic detail and densities retained. 


Refresh your memory by looking over these series. 
Refer to these slides when diagnosing or treating 
a similar case. Use a viewer, or project the films 
for teaching or lecturing. 


COLLECTION SERIES: 
1. Studies of the Colon, St. Luke's Hospital, Chicago. 
2. Anglocardiography, New York Hosp., New York City. 
3. Pediatric Roentgenology, Cornel! Medical Center. 

4. Myelography, Neurological Institute of New York. 

5. Pulmonary Infections, St. Luke's Hospital, Chicago. 
6. Fractures of Ankles, Ravenswood Hosp., Chicago. 


Write for detailed description of sets by number. 
Price $15.00 a set. Satisfaction Guaranteed. 


MICRO X-RAY RECORDER 


1941 N. Western Avenue @ Chicago 47, Illinois 
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FOR TREATING THE CERVICAL SPINE 


NEW Kestler 
Traction Unit 


An improved traction unit for derangement and 
arthritis of the cervical spine. For disc diseases, 
many cases of migraine headaches and nervous 
tension. Lighter and more comfortable. Low 
enough to go through doors. Allows freedom of 
movement, provides for tractions required. 


Write for literature and 
FRACTURE CATALOG. 


4 
j 
AAP 
MANUFAcTunine co., mc. 
: 


lipotropic therapy, LIPOTAINE, 
a synergistic combination of betaine, choline, 
liver, and B,. in a pleasant tasting liquid, 
provides three important advantages 


3. Is more effective” 


EACH TABLESPOONFUL CONTAINS: 


(3000 mg.) 3 Gm. 
Liver Fraction 1 N.F. .......... 210 mg. 


Vitamin B,2 (USP Crystalline)... .12 meg. 


Stuart 
Lipotaine 


Therapevutic—1 tablespoonful 1 to 3 
times daily supplies 3 to 9 grams of lipo- 
tropic material. 
Maintenance — 1 teaspoonful 1 to 3 
times daily supplies 1 to 3 grams of lipo- 
tropic material. 

Dosage to be taken with or after meals. 


BETAINE 
CHOLINE 
LIVER FRACTION ! 
VITAMIN B12 


= — 


Also available in capsules 


EACH CAPSULE CONTAINS: 

Desiccated Liver N.F. .......... 35 mg. 
Vitamin B,2 (USP Crystalline). ... 2 meg. 


Minimum Therapeutic — 3 capsules 


t.i.d. supplies 3 grams lipotropic material. 


Maintenance — 1 to 3 capsules t.i.d. 
supplies 1 to 3 grams of lipotropic material. 


Dosage to be token with or after meals. 


THE STUART COMPANY 
Pasadena 1, California 


SUPPLIED IN PINTS OR BOTTLES OF 100 CAPSULES + AVAILABLE AT ALL PHARMACIES 
* Morrison, Lester M., Am. Jour. Digestive Diseases, 19:12, Dec. (1952) 


’ | = = 
1. Permits massive therapeutic dosage | | 
2. Provides low cost maintenance dosage Gis | 
4 
| 
| 
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This is the product for obesity 
control which provides all 5 important 


factors in one small capsule 


5 mg. Dextro-Amphet- 
amine Sulphate 
to inhibit appetite 


gr. Phenobarbital 
to offset nervous 
stimulation 


Stuart 200 mg. Methyl- 
Amy icel cellulose to provide 
needed bulk 


EXTRO-AMPHETAMINE SULPHATE 


PHENOBARBITAL 
% 
(Warning: Moy be habit forming) 
vir METHYLCELLULOSE 
‘'TAMINS AND MINERALS 


4) 9 Vitamins* 
to provide protective 


amounts of important 
nutrients 


= 8 Minerals* 


Low in cost to patients *Vitamins: A, 1700 USP units; D, 170 USP 


(approximately 4¢ per capsule) units; C, 25 mg.; Bi, 1 mg.; Bz, 1 mg.; Nia- 

cin Amide, 10 mg.; Be, 0.15 mg.; B12, 1 meg.; 

Bottles of 100 capsules 
Calcium Pantothenate, 1.5 mg. Minerals: 


Calcium, 40 mg.; Phosphorus, 30 mg.; Iron, 

; 3 mg.; Copper, 0.25 mg.; Iodine, 0.05 mg.; 

THE STUART COMPANY Cobalt, 0.167 mg.; Manganese, 0.33 mg.; 
Pasadena 1, California Zinc, 0.1 mg. 


| 
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Trademork 


[Brand of Physostigmine Salicylate and |-Hyoscyamine Hydrobromide Kremers-Urbon ] 


Quickly prepares spastic muscles 
for manipulation.... by relieving 
muscle spasm and pain in 10 to 30 minutes 


Clinical studies'* have shown that physo- 
stigmine, combined with atropine-like 
drugs, quickly reduces pain and disability 

due to strains, sprains, arthritis, etc. , 


In PHYATROMINE-H, |-hyoscyamine 


“pinpoints” the therapeutic action of aly 
physostigmine by counteracting its un- = 
wanted muscarinic effects without impair- ‘ 
ing its action on skeletal muscle. More —_ VY 

potent than atropine, |-hyoscyamine may 


be used in smaller doses, thus minimizing 
atropine-like side-effects. 


Each cc. contains: 
Physostigmine Salicylate... .. 0.6 mg. 
|-Hyoscyamine Hydrobromide .0.3 mg. 
In isotonic sodium chloride solution 


stable... 
ready to inject... 
well tolerated 


SUPPLIED: No. 1742—1-cc. ampuls, boxes of 25; 
30-cc. multiple-dose vials. 
Complete Literature on Request 


REFERENCES: 1. Marshall, W., and 
Schadeberg, W.: Insurance Index 

j 14:82, 1952. 2. Idem: Journal-Lancet 

. ) 70:391, 1950. 3. Stohmer, A. H.: Wis- 
) consin M. J. 49:1020, 1950. 4. Idem: 
Indust. Med. & Surg. 20:337, 1951. 
5. Shapiro, S.: M. Times 78:557, 1950. 


PLEASE SEND ME: | 
sagas Professional sample vial of 5 cc.! 

| without cost or obligation. 
30-cc. multiple-dose vials of 

| PHYATROMINE-H at $6.30 per vial. 

>= l-cc. ampuls in boxes of 25 at 

| $6.30 per box. 

WD) (Quantity prices on request) 

O 


Ethical Pharmaceuticals Since 1894 (Please Print) 


KREMERS-URBAN COMPANY 
LABORATORIES IN MILWAUKEE 
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WHY SAL HEPATICA 
ACTS SO PROMPTLY 


The dependable laxative action of Sal Hepatica has a 
sound pharmacologic basis. It acts promptly because: 


] It passes rapidly through the stomach. “The 
emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”’ Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.”* Sal Hepatica is effervescent. 


2 In the intestine it promptly stimulates peristalsis. 

Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


APERIENT 


Qo 


LAXATIVE 


Pleasant-tasting Sal Hepatica provides 
promptgentlelaxation without griping. Being 
antacid, it relieves the gastric hyperacidity 
frequently accompanying constipation. 

CATHARTIC 


REFERENCES : 
; os 1. The Physiological Basis of Medical Practice. 1945, p. 486. 
a8 2. New England J. Med. 235:80, July 18, 1946, 


ANTACID, EFFERVESCENT, SALINE LAXATIV: 


PRODUCT OF BRISTOL-MYERS + 19 WEST 50 STREET + NEW YORK 20, N. Y. 


° 
| 
0800 0 ke | 
° 
- 
ig) 
3 
| ; A GENTLE, SPEED 
nlacid Laxalt 
RRVESCENT 
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Consider the advantages of “Thiosulfil’’: 

e Effective bacteriostatic concentrations can be 
rapidly achieved at the site of infection. 

e Lower dosages are employed. 

e Likelihood of toxic side effects is drastically reduced. 

e Risk of sensitization is greatly minimized. 

e Alkalinization is not required. 

e Fluids may be restricted rather than forced. 


“THIOSULFIL.. 


brand of sulfamethylthiadiazole 


the more soluble sulfonamide 


for the safer treatment of urinary tract infections 


Supplied: No. 785 — 0.25 Gm. per tablet (scored) — 
bottles of 100 and 1,000. 


: ADULTS: Mild infections — 1 tablet (0.25 Gm.) five to 
six times daily. Severe infections, mixed infections, 
or where bacterial resistance is expected — 2 tablets 
(0.5 Gm.) five to six times daily. 


INFANTS AND CHILDREN: % to 1 tablet (0.125 to 
0.25 Gm.) five to six times daily. 


Descriptive literature available upon request. 


AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 


THIOSULFIL 


greater solubility —rapid action ~-low toxicity 


19 
400 | 
375 
350 
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OCCUPATIONAL 
DERMATOSES 


ALLERGENS 


COLOSToM 
DRAINAGE 
IRRITATION 
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New Skin Protectant Aids Healing of 
EXTERNALLY CAUSED DERMATOSES 


When Silicote is applied to excoriated surfaces, it forms an effective 
repellent against irritating substances. By protecting skin from irritants, 
it permits underlying tissues to heal. Results have been observed in as 
little as 24 to 48 hours on cases formerly intractable to other currently 
acceptable therapy. 


Silicote is dry and invisible on hands, does not wash off readily, 
allows patients to pursue normal daily activities. 

Silicote is the original silicone ointment described in the Journal 
of Investigative Dermatology (17:125, Sept., 1951). It is inert, non-toxic, 
non-sensitizing. May be applied freely to non-infected, non-weeping 
areas. Contains no is non-occlusive, permits skin function, 
and need not be removed. 


Contains 30% silicones in specially refined petrolatum base. 
Available in 1 oz. tubes and 1 Ib. jars. 


ARNAR-STONE LABORATORIES, INC. 


1316 Sherman Ave. 
Evanston, Ill. 


Journal A.O A, 
July, 1953 


S. J. 


COMPLETE 


of MUSCLE SPASM! 


USE THE NEW, COMPLETE, MORE EFFECTIVE, LESS 
TOXIC SPASMOLYTIC and ANALGESIC COMPOUND 


UTAG & Company Pharmaceuticals 


19180 
DETROIT 


Each SAL-MEPHSON Tablet provides: 
Mephenesin......... (4 gr.) 260 mg 
Salicylamide........ (2 gr.) 130 mg 
Physostigmine Salicylate....0.25 mg 
Homatropine Methylbromide .0.60 mg 


Write TODAY for Clinical 
Samples and literature. 


ELLIOTT AVENUE 
34, MICHIGAN 


MT. 


“il 
DIAPER 
RASH 
FREE for, Someles SILICOTE 
SILICONE OINTMENT 
Yj Prsig 


Nobody Suspects 
Used 


RIASOL 
PSORIASIS 


Those beautiful legs were once covered with the 
ugly. scaly patches of psoriasis. At that time she 
refused to wear a bathing suit. 


In an average of 8 weeks, RIASOL cleared the 
cutaneous lesions of psoriasis in a clinical test by a 
group of well-known New York physicians. Suc- 
cessful results followed in 76% of psoriasis pa- 
tients treated with RIASOL. Remissions were 
greatly reduced. 


Deep action in the epidermal layers, where the 
lesions of psoriasis originate, accounts for the suc- 
cess of RIASOL. Penetration through the super- 
ficial layers is accomplished by the special sapo- 
naceous vehicle. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient’s progress. 


ETHICALLY promoted RIASOL is supplied in 


4 and 8 fluid oz. bottles at pharmacies or direct. 


MAIL COUPON TODAY 
TEST RIASOL 
YOURSELF 


After Use of Riasol 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


JOA 7-53 


RIASOI for PSORIASIS: 


Before Use of Riasol 
a 
4 
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For Diarrhea Treatment 
Physicians Prescribe... 
CEREAL LACTIC 


(Improved Vitamin) 


NOW IN TWO FORMS 
IMPROVED VITAMIN and 
ANTACID & ADSORBENT 


= 


‘ 

Ac 

Compar 
tows 


CEREAL LACTIC CO. 


| 


Because this disorder responds quickly and 
effectively to Cereal Lactic (Improved Vita- 
min.) Normal dosage is two teaspoonsful 
three times daily and upon retiring. Physi- 
cians report this treatment has been proven 
to be very effective. 


Remember: Cereal Lactic (Improved Vita- 
min) for Gastro-Intestinal disorders when 
hyperacidity and flatulence ARE NOT symp- 
toms; and Cereal Lactic (Antacid and Ad- 
sorbent) for the Gastric disorders of pylora- 
spasm .. . hyper-peristalsis . . . pryosis. 


Physician’s samples and complete informa- 
tion upon request. 
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is Encountered 


Arobon is widely applicable when- 
ever diarrhea or loose stools must be 
overcome. Its action is prompt and 
dependable, regardless of the underlying 
cause of the diarrhea. 

Prepared from specially processed carob 
flour, Arobon provides a high natural 
content of pectin, lignin and hemicellulose. 
Thus it exerts a combined adsorptive, 
demulcent, water-binding action which is 
promptly effective in all age groups— 
adults, children, infants. In most diar- 
rheas, Arobon suffices as the sole medi- 
cation; in the specific dysenteries and the 


WHENEVER DIARRHEA 


severe infectious diarrheas, it serves as a 
valuable adjuvant to specific medication. 


ESPECIALLY USEFUL IN 
WARM WEATHER DIARRHEA 


The diarrheas so frequently encountered 
during warm weather respond especially 
well to Arobon with its demulcent and 
adsorptive action. 

Arobon is easily and quickly prepared 
for use with milk or water. Although it 
contains no chocolate, when mixed with 
milk it makes a tasty mixture having a 
chocolate-like flavor. 


Physicians are invited to write for 
clinical test samples of Arobon. 


Arobon is available in 5 ounce jars through all pharmacies. 


THE NESTLE COMPANY, INC. WHITE PLAINS, NEW YORK 
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our laboratory 
Quiz show 
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IN THE LABORATORIES at Vitaminerals is an 
amazing and infallible Quiz Jury that answers 
intricate and difficult scientific questions, but 
has yet to win its first refrigerator. 


It is an astounding machine called the Polaro- 
graph. It operates on a recognized principle of 
current voltage recordings. It has contributed 
greatly to the study and analysis of vitamins 
and minerals. 


As used in the Vitaminerals control laboratories, 
the Polarograph reduces tedious hours of re- 
search to a few minutes, with absolute accuracy 
and with the element of personal error entirely 
eliminated. 


In both quantitative and qualitative analysis 
the Polarograph can assay as many as four dif- 
ferent metals present in minute amounts in one 
solution. The machine is so sensitive it can 
measure as little as one-ten-millionth of a gram. 


This highly complicated, sensitive and delicate 
absolute uniformity in all their products. 

instrument is an important phase in Vita- 
minerals’ program of standardized quality and 


ITAMINERALS INC. 


Glendale 1, California 
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HAVE YOU EVER HAD A PATIENT WHO WAS 
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V2 Pregnant 


In contraception, as in concep- 


thing as a “‘slight touch of preg- nique. 


nancy,” only the best method of Dependable Contraception 
The Lanteen Technique on con- 
traception combines the reliable 
barrier effect of the Lanteen 
Reliable Effectiveness Diaphragm with the potent 
The Council of Pharmacy and spermicidal action of Lanteen 
Chemistry of the American Jelly. The dependable mechan- 
Medical Association reported, ico-chemical combination pro- 
“To insure further protection, vides the “greatest protection” 
physicians should advise the against pregnancy according to 
concurrent use of an occlusive the most recent studies reported 
device suchasadiaphragm...”' in the Journal of the American 


contraception is good enough 
when pregnancy is contraindi- 
cated. 


“For Greatest Protection” Medical Association. 


More recently a report of addi- ager 


tional studies again emphasized 1951, P 269 
that the combined use of dia- 2. Report 
phragm and spermicidal jelly is 148:50, (Jan. 5) 1952. 


more dependable than jelly mel 0.0077 
alone. It states, “For greatest Bensoste and Glycerin im Tragacanth 


SYMBOL OF SECURITY IN CONTRACEPTIVE PROTECTION 


LANTEEN DIAPHRAGM © LANTEEN JELLY 


TO PHYSICIANS ONLY:— 
Full size pack of diaph i 


protection, diaphregms and caps 
tion the “all or none” law pre- _— should be reinforced by a sper- 
vails. There are no half-way micidal jelly or cream.’’?—as 
measures. Since thereisnosuch described in the Lanteen Tech- 


1. New and Non-official Remedies, 


to the Council, J.A.M.A., 


& phrag ppl and jelly will be 
sent to physicians on request. Specify size of diaphragm 


GEORGE A. BREON & COMPANY 
DISTRIBUTORS 


1450 Broadway 
New York 18, N. Y. 


Please send me complimentary 


2. Samples of Lanteen Jelly 
Dr. 


3 1. Physicians package of diaphrag pplicator and jelly. 
Diaphragm Size. 


Street 


Zone State 


ESTA MEDICAL LABORATORIES, INC. 


Chicago, Illinois 
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or on the road 
Ik is everywhere 


YOU CAN HELP YOUNG PARENTS ENJOY A RELAXING VACATION, T00... 
BECAUSE WHEREVER THEY GO THEY CAN FOLLOW YOUR PET MILK FORMULA 


Yes, Pet Milk babies can 
travel. And young mothers 
can have all the benefits of a 
truly restful vacation. There’s 
no chance of disrupting a Pet 
Milk baby’s diet. 


Wherever or whenever it is 
obtained, Pet Evaporated 
Milk is uniform in composi- 
tion and quality. It is com- 
parable in digestibility to 
human milk...and, sterilized 
in its sealed container, Pet 


Milk is always a safe form of 
milk for babies. 


This is important, too: wher- 
ever they buy it, Pet Milk, the 
original evaporated milk, costs 
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The entity known as the osteopathic spinal lesion 
does not exist independently as a structure-function 
unit but as a field of energy related to other similar 
fields in a larger structure-function unit, the spinal 
organ. The term “spinal organ” as used in this dis- 
cussion may be defined as the bones, ligaments, muscles, 
blood vessels, and nerves which work together as a 
unit to protect and cooperate with the spinal cord in 
helping the individual meet his environmental needs. 
This structure-function field has functions greater and 
more varied than the sum of the functions of the fields 
that make it up, such as taking its part in maintaining 
body stance and postural relationships, so that the 
whole being, including the internal systems as well as 
the somatic structures, is coordinated into an effec- 
tively and healthfully operating organism. Of particu- 
lar interest to osteopathic physicians is the part played 
by the spinal organ in maintaining and influencing 
the function of the nervous system, both physically 
by protecting and supporting it and nutritionally by 
influencing the circulation and the nervous reflexes. 
A lesion of the whole exists if any part is in lesion 
and every segment of a lesioned spinal organ is im- 
paired in its action due to the original lesion, and is 
therefore in lesion. Whether the spinal organ is con- 
sidered from a structural or a functional standpoint, 
a similar conclusion is reached, since structure and 
function are but different manifestations of the same 
field of energy." 

Structurally, if all its parts are in normal spatial 
relationship, the spinal organ is in position or posture 
to function normally, but if any segment is out of its 
proper spatial relationship all the other parts must 
compensate by adapting their spatial relationships, 
because of the necessity to maintain proper equilibrium 
in the gravitational field. If the resultant altered struc- 


*Delivered before the winter seminar of the Washington Osteo- 
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Diagnosis and Treatment of 
Lesion Patterns and Complicated Lesions* 


H. V. HOOVER, B.S., D.O. 
Tacoma, Wash. 


ture persists, function is also persistently altered and 
by definition a lesion of the whole spinal organ and of 
each of its integral parts exists. Functionally, if all 
its parts are in normal relationship, the spinal organ 
functions normally but if any segment is not able to 
function normally, all others must compensate by 
adapting their activity because of the necessity to 
operate in the presence of a constant force, the pull of 
gravity. If this altered function persists, structure is 
persistently altered and by definition a lesion of the 
whole spinal organ and of each of its integral parts 
exists. (All definitions of an osteopathic lesion state 
or imply that a lesion is a persistent deviation from 
normal structure and function. ) 

Concretely, if the fifth lumbar vertebra is “in 
lesion,” functioning abnormally in such a way as to 
turn readily to the right but not to the left, the seg- 
ments above and the sacrum below are forced to 
move abnormally to the left and cannot move as freely 
as they normally do to the right because of the neces- 
sity to maintain equilibrium. Thus each part of the 
spine is impaired in function and must be in lesion. 
Again, if the fifth lumbar is persistently tipped and 
turned to the right, out of normal structural or spatial 
relationship, the vertebrae above and the sacrum below 
must tip and turn enough to the left to keep the eyes 
horizontal and focusing forward. Thus each part of 
the spine is out of its normal position. From both 
functional and structural standpoints every vertebra 
in a spinal organ is in lesion if there is a lesion of 
one segment present. 


How does this apply to the human who is our 
patient? From conception until death he is dynamically 
responding to hereditary, developmental, and environ- 
mental forces by continual alteration of the structure- 
function entity, including the spinal organ. These 
responses may produce one or more abnormal persist- 
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ent structure-function changes, that is, new osteo- 
pathic spinal lesions each of which modifies the 
structure-function of the whole spinal organ and each 
part thereof. Thus the spinal organ, starting with no 
osteopathic lesions, experiences from time to time un- 
physiologic forces which develop a series of configura- 
tions or patterns of lesions, each, after the first, 
superimposed upon and complicating the preceding 
pattern. So the patient is seen presenting a spinal 
organ with a complicated lesion pattern, the product 
of many unphysiologic events combined with the indi- 
vidual’s effort to maintain an efficient and comfortable 
posture in the gravitational field. 


The spinal organ reacts as a whole to each per- 
sistent change of any of its parts by the development 
of a new pattern of lesions. The spinal organ and each 
of its segments undergo an alteration of functional 
and structural relationships superimposed on and con- 
ditioned by those changes already present to contribute 
its share of the new pattern. To illustrate, the body 
requires that the spinal organ, as is true of all other 
organs, function as efficiently and comfortably as is 
possible in the condition in which it finds itself. So 
the spine, by the dynamic processes available to it, 
stabilizes itself as part of the homeostatic mechanism 
within the range of the activity required of it and 
within the limitations placed on it by the lesion pattern 
accumulated during the years. It develops deformities 
and abberations of function due to muscular and 
ligamentous changes, hypertrophies, atrophies, contrac- 
tures, and pathologic changes such as fibrositis, fatty 
degenerations, atrophies, and calcification. All these 
changes in structure alter spinal function. Disease 
and misuse may hasten the process. Thus each indi- 
vidual develops a postural lesion pattern as his best 
response to the stimuli of the stresses and strains he 
has received since conception. His lesion pattern is 
the best adjustment his inherited abilities are capable 
of in meeting his life demands. 


It is obvious that in diagnosing lesions the time 
element which indicates the age of a lesion and its 
relationship to the pattern must be judged from the 
pattern itself and from the changes in structure and 
function of the tissues involved. And without the age 
or time factor in diagnosis of a lesion, treatment must 
be empirical and cannot be specific for the patient 
although the mechanics may be very exact for correc- 
tion of the lesion. 

The basic lesion pattern is developed to meet 
accustomed activity. Unusual or sudden strains greater 
than the organ can bear may break the pattern at one 
or more points. The mechanism capable of doing its 
accustomed tasks gives way if forced to function in 
ways to which it has not been adapted. It is to be 
remembered that the adaptability and versatility of the 
spine are modified by the pre-existing pattern with its 
structural changes and functional limitations. 

In a broken pattern, at the point of the break, a 
new abnormal structural and functional condition de- 
velops. A new lesion exists, but it is not a simple 
lesion for it occurred at a point where there was a 
pre-existing lesion with definite structural and func- 
tional characteristics. These characteristics are not 
obliterated by the change produced by the break, but 
they modify the structure-function of the new lesion. 
Its position and motion are conditioned by the pre- 
ceding abnormalities. However, the newest lesion gives 
to the area its own characteristics and in so doing more 
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or less obscures the lesions preceding it. When two 
or more lesions exist in the same area the tissues have 
been subjected to repeated changes in structure and 
function produced by a series of persistent alteratiozs 
in the relationship of two vertebrae, i.e. a series of 
lesions. 

In order that its type of condition may be dis- 
tinguished from the simple lesions involving a sing|e 
or simple physiologic movement of the spine and in 
order to point out the difficulty of its diagnosis aid 
treatment, this lesion which consists of two or more 
lesions in an area has been called a complicated lesion. 
The complication need not and frequently does not 
stop with two lesions in an area, but a third or more 
may develop in any given area of the spine. 


Obviously, such an area requires careful diagnosis 
and treatment based on an awareness of its complicated 
nature. Treatment designed for use on simple lesions 
may fail or even further complicate the area. Non- 
specific and unphysiologic treatment produces favorable 
results only by accident. It is of the utmost importance 
that complicated lesions be recognized and properly 
treated if the effects on the posture and the health of 
the patient are to be predictable and valuable. 


Manipulative therapy administered for orthopedic 
or postural improvement may differ from that done 
to alter the body of a patient with a symptom complex 
or disease, so that when the latter type of treatnfent 
is being given it may not be wise to treat a specific 
complicated lesion in the manner I am about to 
describe, or indeed in any manner until unfavorable 
conditions or contraindications are removed or alle- 
viated. 

From the orthopedic standpoint the patient must 
first be studied as a unit so that the over-all picture 
of his present construction and function becomes clear. 
Second, the patient’s basic lesion pattern, the postural 
pattern which he has developed as his best response, 
the one which has permitted him to function efficiently 
and comfortably in his usual activity, should if possible 
be determined, for the first object of postural treat- 
ment should be, in most cases, to return the broken 
pattern to the basic pattern. To repeat, the first 
effort of orthopedic treatment of the broken lesion 
pattern should usually be to return the present pattern 
to the basic pattern and to attempt to maintain it 
there until structure and function have returned to the 
patient’s normal—his pathologic normal it is true, but 
nevertheless his normal. What is indicated after 
pathologic normal is achieved depends on_ related 
conditions. 

The postural or basic pattern may not be and 
usually is not an ideal pattern. It may have scoliotic 
and abnormal kyphotic and lordotic curves and it may 
have many intervertebral tension lesions. But it 1s 


‘ what the patient recognizes as his best structural- 


functional pattern. If he is returned to this pattern 
he feels as he did before the break in his basic pattern 
after the effects of trauma and treatment wear of. 
He considers himself “cured” and to his mind no 
further treatment is necessary. 

It is then the physician’s problem to decile 
whether to leave the patient in his accustomed lesion 
pattern which is satisfactory to him or to advise 1i- 
provement of posture by changing his basic patter, 
breaking up his old and establishing a new posture 
in order to provide better function. Many factors 
enter into this decision such as age, occupation, general 
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health of the patient, probability of further injuries, 
finances, the necessity of staying on the job, and others, 
including the intelligent cooperation of the patient and 
the ability of the physician to effect the indicated 
changes. 


If it is decided to leave the patient as he is, he 
should be informed as to the state of his lesion pattern 
and what its limitations in structure-function may mean 
in terms of future comfort and health. He should be 
advised what to do to prevent and combat adverse 
conditions of habit and environment and of the weak- 
nesses inherent in his lesion pattern. He should be 
seen at regular intervals because the tendency of any 
lesion pattern is to exaggerate deviations and eventu- 
ally break. 


If it is decided that the patient’s pattern should 
be changed, the matter should be discussed with him. 
discussion should cover the procedure necessary, time 
required, personal inconveniences, pain which is some- 
times unavoidable, and probable results in relation to 
health and comfort. 


When a new posture is to be developed, the 
procedure is simple in theory but difficult in practice. 
The physician should strive to culminate treatment 
with a pattern of posture as free of lesions and as 
near normal in structure and function as is possible. 
As ‘pointed out before, the complicated pattern present 
is thé result of pattern after pattern superimposed one 
upon the other, and in a given area it is made up of a 
series of many lesions superimposed upon the same 
area in a complicated manner. 


The theory of correction of a pattern is to correct 
first the lesion which is the break in the previous pat- 
tern to restore that pattern, and to keep on correcting 
lesions and restoring patterns until an adequate func- 
tional-structural pattern is reached. The achievement 
of normal postural or structural relationships and per- 
fect physiologic function, like all ideal goals, is worth 
striving for even if never achieved. In following this 
theory, the treatment of patterns becomes the treat- 
ment of complicated lesions and sequential patterns 
and their effect on the spinal organ as it adapts and 
compensates in an effort to achieve efficiency and 
comfort in the gravitational field. The area to be 
treated at any point in the procedure is the break in 
the previous pattern and the resulting compensating 
lesions. 


In the consideration of complicated lesions one is 
struck by their infinite variability. No two are exactly 
alike, structurally or functionally. From the structural 
or positional standpoint difficulty exists in determining 
the normal position of a vertebra in relation to its 
adjacent fellows, to the rest of the organ, and to the 
body surrounding it; it is impossible to tell definitely 
where it came from; that is to say, there is no zero 
or point of measurement or reference which can be 
determined definitely. Therefore only an approxima- 
tion of the goal of correction or zero can be reached 
in structural diagnosis and this only on the basis of 
experience and opinion. The only thing that can be 
diagnosed accurately at a given time from a structural 
standpoint is the relationship of one structure to 
another as they are at the moment. Since both involved 
structures of necessity move in a dynamic relationship, 
zero, the point of departure, and therefore the posi- 
tional diagnosis may be difficult if not impossible to 
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determine accurately. Structural treatment based on 
such a diagnosis can be at best only an approximation. 


Since structural diagnosis is thus found to be 
misleading, it is fortunate that functional diagnosis 
has proved more accurate and physiologic, and technic 
based upon it more accurate because zero can be deter- 
mined. There is a constant assessment or testing to 
keep the process from following an unphysiologic 
path. Fortunately, too, functional diagnosis and cor- 
rection can easily be taught to those who wish to 
learn it; students need only to forget for the time 
being diagnostic and therapeutic technics based on 
position of structure. However, the ability to delete 
preconceived mental processes and manual procedures, 
especially those that have proved useful over years 
of practice in order to develop a superior process and 
procedure, requires a discipline many are reluctant to 
follow. It is hoped that readers will consider the 
functional approach to corrective technic with an open 
mind and evaluate it without prejudice. The physio- 
logic method of diagnosis and treatment in no way 
denies the value of structural or anatomic technics 
but rather enhances their value and deserves the 
careful study of those who practice medicine by cor- 
rection of osteopathic lesions. 


It is not difficult to learn to diagnose and correct 
physiologically a single simple lesion if one knows the 
physiologic movements of the spine and has the ability 
accurately to detect and describe the motion of a 
vertebral segment. If the physician knows how to 
balance the segment to be corrected at the point of 
minimum tension where physiologic motions are free, 
he can cause the vertebra to follow the most free 
physiologic motion available at that point until the 
tensions of the simple lesion are released. Since a 
complicated lesion is the total of a sequential series of 
simple lesions, the correction of the latest simple lesion 
in the series, followed by a correction of those next 
in series in the reverse order of their production, leads 
eventually to complete physiologic correction. Osteo- 
pathic spinal lesions are thus accurately reduced with 
a minimum of expenditure of time and energy on the 
part of the physician and with a maximum of benefit 
and a minimum of discomfort, pain, or reaction on the 
part of the patient. 


SUMMARY 


1. A lesion of any part of the spinal organ 
involves the entire spinal organ in a pattern of lesions. 


2. Lesion patterns exist in all spinal organs in 
increasingly complicated series as the existing pattern 
breaks causing complicated lesions. 


3. The treatment of postural lesion patterns can 
be done by correcting in proper sequence the lesion 
and its compensating lesions produced by the breaking 
of the pre-existing pattern. 


4. Correction is done by accurate application of 
the physiologic movements of the spine on the 
segmental level, and following the principles of release 
and balance of forces and maintenance of minimum 
tension during the process. 
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The Application of the Principle of Constant Motion 


A well-known principle of universal scope is that 
of constant motion. This paper will deal with one 
phase of this principle and an application to osteo- 
pathic knowledge and may assist in the reconciliation 
of some differences in osteopathic thinking. 

The first consideration in the application of the 
principle of constant motion is the evidence that this 
condition exists. This proof may be observed and 
palpated by study of any individual lying quietly, 
awake or asleep, in the detectable motions of the 
entire body accompanying breathing. The fact that 
breathing is a cyclic activity involving no pauses 
except for change in direction, which probably cannot 
be considered a pause at all, indicates that the move- 
ment of the whole body is also without pause. This 
being the constant condition of the body, it can then 
be considered that no bone or other tissue ever bears 
a fixed positional relationship with any other bone or 
tissue. Although in the gross sense a relationship of 
structures is maintained, it probably should be re- 
garded as being a relationship of constant motion 
within certain limits. Page’ states that the spinal 
column is in constant movement directly related to 
thoracic respiration and the finer adjustment to gravity 
when in the upright position. 

Sutherland? has advanced the theory that enother 
unceasing movement accompanies the basic tide of 
the cerebrospinal fluid. This movement is held to be 
of greater importance than the respiratory movement, 
though less obvious. 


The apparent conclusion that any lesion takes 


place at some phase of the respiratory cycle has given 
inspiration to the development of technics of examina- 
tion and treatment frequently described as respiratory 
technics. Sutherland and Lippincott* have given a 
complete exposition of these principles and methods. 

The spinal joints in accompanying the respiratory 
movement undergo flexion on inspiration and exten- 
sion on expiration. Most appendicular joints undergo 
external rotation accompanying inspiration and internal 
rotation accompanying expiration. 

I believe that for purposes of discussion it can be 
assumed that in the theoretically perfect individual 
spinal flexion and extension movements accompanying 
respiration exist in almost perfect form. It may also 
be said that this state is probably never. encountered. 

In order to illustrate best the effect of constant 
motion an example will be described: Picture a group 
of joints—the fifth, sixth, seventh and eighth thoracic 
segments—operating through their normal range of 
motion of flexion and extension, rhythmically in time 
with respiration. Assume a change in the lateral and 
rotary abilities of these joints typical of group lesion- 
ing and specifically producing an increased ability to 
lateroflex to the right and diminished to the left. 
Rotation ability will be affected also, in accord with 
the physiologic movements described by Fryette.* 

If the insult is sufficiently gross there may be a 
visible curvature. Palpation will demonstrate some 
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signs of inflammation bilaterally but more prominently 
on the left. On the left side will be found relatively 
greater facilitation with increased nervous reactivity ; 
however, the accompanying inflammation, ligament 
weakness, and stretching of muscles prevents efficient 
action. The right side is facilitated to a lesser degree 
but the tissues are not under tension, and the muscles 
contract efficiently and strongly and tend to maintain 
the existing state of affairs. There exist also all of 
the changes previously described by Burns,** Dens- 
low,’ Sutherland,* and Korr.* 

In this condition the main rhythm of the joints 
continues but with apparent altered force. The re- 
mainder of this force is used in carrying the joints 
in rotary and lateroflexion fashion. There also occurs 
a new flexion-extension motion, more or less confined 
to the involved joints and of different rhythm from 
the respiratory movement, a case of movement witliin 
movement. To summarize briefly, the basic respira- 
tory flexion and extension movements exist as we'll as 
a new flexion-extension and rotation and lateroflexion. 
It seems that the new movements are all operating in 
the same rhythm. The rate of the new movement is 
possibly determined by the character of the insulting 
force, for example, the speed of the object producing 
the insult. 

This is a simple example of a mechanism which 
I believe occurs throughout the body wherever lesion- 
ing in any form occurs. There exists, according to 
the tenets of Sutherland,? a definite relationship be- 
tween the activity of the cerebrospinal fluid and the 
breathing motion, which, in my opinion, extends to 
the motions just described. 

The usually described lesion is not a single lesion- 
ing but a multiplicity of lesionings, frequently of 
different characteristics with reference to rate and 
amplitude, intermingling in their movements and sepa- 
rated in one sense by the time interval between their 
occurrences. The fact that these are palpable activities 
and that from this arises another method of diagnosis 
of pathology and another method of correction of it 
lends some importance to the principle in its application 
to human function. 

Examination may be carried out in a variety of 
ways but usually with a fairly light two-point contact 
bilaterally across the mid-line or in a cephalocauddal 
relationship in the mid-line. The movements found 


‘in a given area are usually multiple in number and 


may be extremely variable in rate and amplitude. In 
general the quality in acute states is vibrant and with 
seemingly wide excursions; as chronicity occurs the 
quality is less vibrant with diminished excursion. This 
compares with Burns? findings that, “the extent of 
their motion may be increased palpably for a few hours 
or a few days.” Correction is produced by selecting 
a rhythmic movement and following it. It will be 
found that the movement increases in strength and 
amplitude; this is partly apparent because of a tem- 
porary increase of the examiner’s palpatory ability. 
The activity increases to a certain pitch when there 
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appears to occur a missed cycle of movement and a 
peculiar sensation of quiet struggle in the tissue ensues 
momentarily. An increase in the excursion and free- 
dom of respiration is usually found with a general 
change in the direction of relaxation affecting the 
whole body. A short wait may permit the recognition 
of another movement, perhaps of different rate and 
amplitude. There may be found a series of these in a 
given area and several corrections may be made. The 
speed of treatment may be increased by slight exag- 
veration of the palpated excursions. 


General examination of the patient will reveal 
the disturbances and requirements of treatment as with 
iny other method. Judgment of the physician with 
experience will reveal the needs of a localized area 
with regard to the general aspects of the patient. Cer- 
‘tainly, as with other manipulative procedures, no hard 
ind fast rules can be laid down. 

The implications of treatment by this means are 
seemingly identical to those of correction by any other 
manipulative method, with some advantages with re- 
gard to specificity and gentleness of treatment. Locally 
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applied it lacks the advantage or disadvantage of the 
shock effect of more stimulating types of manipula- 
tion. It may require considerable time to develop the 
necessary palpatory ability. Treatment is slower at 
first but with experience compares favorably with 
other methods. 

The findings have given an improved view of 
body physiology, particularly in providing an enlarge- 
ment of the lesioning process in the sense that a 
lesion may be much more minute or much more wide- 
spread than is generally realized. They lend improved 
understanding and reconciliation of osteopathic ideas 
apparently at variance with one another. 

To summarize, I have attempted to describe briefly 
an application of the principle of constant motion to 
osteopathic knowledge in a theoretical way as well as 
to describe palpable findings which may be interpreted 
as illustration of the effect of constant motion. I have 
also attempted to describe the principle of application 
of treatment and the implications of such methods. 
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Surgery of the Inferior Oblique Muscle* 


GEORGE Z. DU PONT, D.O. 


Only recently has it been recognized that the 
vertical component in a horizontal strabismus may 
be the underlying cause of that lateral deviation. In 
Anderson’s series of cases,’ the inferior oblique muscle 
was overactive in more than 30 per cent of the pa- 
tients, and an additional 25 per cent showed paresis 
of at least one of the superior acting muscles, and 
the horizontal deviation was actually a secondary phe- 
nomenon. In this paper I shall attempt to demonstrate 
my interpretation of indications for inferior oblique 
muscle surgery and the technic that I have found 
most suitable. 

In extraocular paralyses, unfortunately, findings 
differ in successive stages of the condition. In the 
early phase, paresis of an extrinsic muscle causes an 
overaction of its homolateral antagonist, and this is 
often associated with an overaction of the contralateral 
synergist or conjugate yoke muscle. For example, 
paralysis of the right superior rectus muscle produces 
an overaction of the right inferior rectus (homolateral 
antagonist) and of the left inferior oblique (conju- 
gate yoke) muscle. 

Specifically, if a patient with a paretic superior 
rectus muscle of the right side rotates his eyes to 
his right (assuming the right eye is the fixing eye) 
the eyes are now placed in the orbit so that the muscle 
in the right eye which is now the pure elevator is 
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the superior rectus while the muscle in the left eye 
which causes elevation is the inferior oblique. If the 
patient elevates his eyes with the right eye still fix- 
ating, a greater than normal amount of energy is 
required to stimulate the palsied right superior rectus 
muscle. This greater than normal energy is neuro- 
logically transmitted to the inferior oblique muscle 
of the left eye (conjugate yoke) which is now the 
pure muscle for elevation of that left eye. Logically 
this greater than normal innervation to the normal left 
inferior oblique causes a greater than normal contrac- 
tion of this muscle, hence the characteristic inferior 
oblique upshoot. 

At the later stage of paralysis a secondary con- 
tracture of the homolateral antagonist (inferior right 
rectus) and the conjugate yoke (left inferior oblique) 
develops. 

Finally at the postparetic stage the palsied muscle 
may have completely recovered and only its secondary 
contractures remain.* This is the state which many 
cases have reached when they are screened in the 
examining room. 

From a therapeutic standpoint whether the over- 
action is primary or secondary is relatively unim- 
portant as the importance lies in the fact that a 
disfiguring overaction exists and if single binocular 
vision is to be stimulated in all the quadrants of gaze 
it is most necessary to relieve this spasm surgically. 
For example, it would be logical to weaken the left 
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inferior oblique in the above case and not resect the 
conjugate yoke right superior rectus. 

There are three main indications for a weaken- 
ing (lengthening) surgical procedure upon the inferior 
oblique muscle. They are: (1) paresis of the con- 
jugate yoke superior rectus muscle, (2) paralysis of 
the homolateral superior oblique when the inferior 
oblique has also undergone contracture, (3) overaction 
of the inferior oblique muscle associated with con- 
comitant convergent strabismus. 


A general rule in extraocular surgery is that 
tenotomy is not*a’good surgical policy; however, the 
one exception is a tenotomy procedure upon the belly 
of the inferior oblique muscle.* A myectomy of the 
belly of the inferior oblique muscle is the most desir- 
able procedure when the anomaly is greater than 20 
degrees ; however, if the defect is less than 20 degrees 
recession of the inferior oblique is the operation of 
choice. It has been my experience that a carefully 
visualized recession of the inferior oblique is a most 
difficult procedure, and it is virtually impossible to 
do this without temporarily severing the attachment 
of the external rectus muscle since the insertion of 
the inferior oblique muscle lies posterior to the equator 
and under the external rectus. It is easy to see that 
without severance of the lateral rectus muscle, suffi- 
cient nasalward rotation of the eye for adequate 
visualization is a most difficult procedure. The ex- 
ternal rectus muscle is temporarily tenotomized and 
the eyeball rotated nasalward, and just behind the 
equator the inferior oblique is located with a very 
small tendon. The line of recession should be inferior 
and anterior, and great care must be taken in passing 
of the episcleral sutures as traumatic chorioretinitis 
of the macular area may cause a central blindness 
in the operated eye.® No. 4-0 chromic gut sutures 
are whipstitched to the extreme end of the inferior 
oblique muscle and the muscle is cut free. Unfortu- 
nately there is no relationship between the number 
of millimeters of recession and the degrees of defect, 
so the usual procedure is a recession of approximately 
4 to 5 mm. The strabismus hook should not be intro- 
duced blindly into the opening made into Tenon’s 
capsule when engaging the inferior oblique insertion 
as the inferior temporal vortex vein may be frac- 
tured. The macula lies immediately beneath the 
posterior tip of the insertion and this insertion is 
only 4 mm. from the optic nerve itself. 

Partial myectomy is the operation of choice in 
most spasms of the inferior oblique muscle. A small 
incision is made in the lower medial cul-de-sac through 
the conjunctiva and underlying Tenon’s capsule. A 
small strabismus hook is passed posteriorly, hugging 
the lower circumference of the globe. Meanwhile 
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the eye has been elevated, and when the small hook 
has been passed approximately 10 mm. posteriorly to 
the lower cul-de-sac at the medial third of the oye 
it is rotated downward, hugging the lower orbital +m 
anteriorly, and the hypertrophied inferior oblique 
muscle enclosed in its capsule is brought up into ‘ie 
surgical field. Usually a few fragments of orbital at 
are included in this exposure. Two small towel clips 
fixate the encapsulated muscle and a_ longitudinal 
incision is then made through the sheath, and te 
muscle fibers are exposed to view. Blunt dissection 
is preferred in order to prevent possible prof ec 
hemorrhage in the process of isolation of the mus.'e 
belly. Prior to the excision of the few millimeters of 
the muscle the medial and distal portions are clampod 
with small hemostats. I have noticed that appro. i- 
mately 50 per cent of these patients nevertheless have 
marked postoperative ecchymosis. The conjunctiva is 
closed with a running black silk suture; frequently no 
suture is necessary if the original incision is small. 


It has been most interesting to read articles about 
surgery of the inferior oblique muscle, a relatively 
new procedure; but I was unable in any references 
to find mention of postoperative care, what to do if 
recession or myectomy was excessive, what period of 
time must elapse before the full effect of the myectomy 
is apparent, or what effect surgery of the inferior 
oblique muscle had upon the horizontal deviation. 

The following are a few personal observations 
which may not coincide with findings of those who 
have done many more of these operations than I, 
but they are enough to stimulate thought. In a few 
cases it was necessary to reoperate as only a slight 
correction resulted from the initial surgery, and | 
noticed that there was apparently a regeneration of 
the muscle fibers where previously I had excised ap- 
proximately 10 mm. from this area. No doubt this 
was caused by improper blunt dissection originally 
and a few of the fibers having been left intact. In 
a few cases the full effect of this surgery was not 
apparent for about 6 months to 1 year; in fact, when 
patients were scheduled for re-examination prior to ~ 
a second operation on the inferior oblique muscle, it 
was discovered that the full effect of myectomy was 
just becoming apparent. I have not noticed any effect 
upon the horizontal deviation when operating on «an 
oblique muscle arid prefer to include this surgery 
when working upon the horizontal acting muscles. 

The analysis and surgical correction of the ver- 
tical acting muscles introduce a fascination in the 
care of the cross-eyed patient and most certainly in- 
crease the percentage of successful cures. 
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A cataract is defined as a partial or complete 
opacity of the crystalline lens of the eye or its capsule, 
obstructing the passage of waves of light. The term 
“cataract” from the Greek word meaning “to rush 
down,” arose from the idea of its etiology—the humor 
which flowed down into the eye.' 


The history of cataract extends back at least 3,000 
years, perhaps further. The ancients treated cataract by 
couching or depressing the lens (which they considered 
a humor) back into the vitreous? or breaking it up with 
a needle. 


Modern approach to cataract began in 1643 when 
the French surgeon, Quarré, taught that cataract was 
not a coagulated fluid, but a turbidity of the lens itself, 
as the ancient Hindus had taught thousands of years 
before." 

In considering the pathology of cataract, it must 
be borne in mind that the lens is an avascular structure 
composed only of epithelium and epithelial products.* 
This being the case inflammation, as we conceive of it, 
is impossible. The pathologic changes that do occur are 
mostly degenerative and are quite limited.* In summar- 
izing his discussion of the chemical pathology of the 
lens Duke-Elder says, “ . it may be said that the 
essential chemical changes occurring in cataract involve 
a hydration followed by a dehydration, an acidification 
followed by an alkalosis, a replacement of soluble by 
insoluble protein, an increase in calcium and lipoids, 
and an averaging of the concentration of the salts to 
correspond with that of the blood.' 


Although many theories exist to explain the eti- 


ology of cataract, actually the mechanism is not clearly ~ 


understood. These five theories of Kirby would seem 
to be most inclusive :* 


1. Biologic 
a. Expression of senility 
b. Genetic 
2. Immunologic 
3. Functional, resulting from excessive accommo- 
dation 
Local disturbances 
a. Nutrient supply 
b. Chemistry of the lens 
5. General metabolic disturbances 
a. Toxemia 
b. Deficiency disease 
c. Endocrine disorders. 


Classification of cataract depends upon many 
criteria. According to Berens* these may be divided 
according to: 

1. Time of development: (a) congenital, (b) in- 
fantile, (c) adolescent, (d) adult, (e) senile 

2. Consistency of the lens: (a) hard, (b) soft, 
(c) liquid 

3. Location: (a) capsular, (b) cortical, (c) nu- 
clear, and combinations 

4. Rate of development: (a) stationary, (b) pro- 
gressive 
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5. Extent of the opacity: (a) partial, (b) 
complete 

6. Morphology, which accounts for descriptive 
terms: (a) polar, (b) fusiform or spindle-shaped, 
(c) punctate, (d) coronary, (e) stellate, (f) coralli- 
form, (g) floriform, (h) zonular, (i) lamellar, (j) dis- 
coid, (k) cystic, (1) morgagnian, and others. 

While some cataracts present few or no symptoms, 
the common complaints are: (1) diminished visual 
acuity, which depends, of course, upon the extent and 
position of the opacity. When the cataract is central 
and diffuse vision is poorer than when the cataract is 
peripheral. When it is central the patient can see better 
in a dim light as then the pupil is dilated. As the con- 
dition progresses the vision is interfered with more and 
more until finally there is only light perception. (2) In 
incipient cataract the patient may complain of seeing 
spots which are fixed in the field of vision. (3) Less 
often there is annoying double vision or even polyopia, 
due to irregular refraction of images. (4) Myopia due 
to swelling and an increased refractive power of the 
lens often develops in the early stages and the patient 
may be able to read without his glasses for a time—a 
condition known as “second sight.” Minus lenses may 
improve his distance vision and a change in the astig- 
matic correction may be required.® 

Physical signs consist of a grayish or whitish 
opacity on a black background if oblique illumination 
is used, and a black opacity upon a red field when the 
ophthalmoscope is used. Later the whole pupil will 
appear grayish and no fundus reflex can be obtained. 
The anterior chamber is reduced during the stage of 
swelling of the lens and glaucoma is a possible compli- 
cation. The slit lamp microscope affords additional 
information.? 

Diagnosis of cataract is based upon a carefully 
taken history and a careful examination of the sus- 
pected eye. The lens is best studied with the pupil 
dilated. Using an electrically lighted ophthalmoscope 
with a +20 lens in the aperture a definite opacity must 
be seen to justify the diagnosis. According to Gifford,® 
in early nuclear sclerosis distortion of the fundus will 
indicate lenticular change. The amount of opacity must 
correspond to the reduced visual acuity with corrective 
lenses in place. If the fundus can be clearly seen and 
there is still marked reduction of vision, some other 
condition will most likely account for the change. 

Cataract must be differentiated from other opac- 
ities such as those of the cornea, from glaucoma, mild 
low grade uveitis, and less often glioma or pseudo- 
glioma from posterior cortical cataract.‘ 

During the first examination it is often wise to 
avoid using the term “cataract” to the patient. Too 
often the layman associates cataract with blindness. 
Until investigation is complete it is better to tell the 
patient that “some change is taking place in the lens” 
or that there is “an opacity.” Some types of cataract 
such as cataracta coronaria (punctate) and cataracta 
nigra may not progress to maturity. In any case, reas- 
suring the patient during the period of investigation 
is a responsibility of the physician. 

The patient should be examined at frequent inter- 
vals and lenticular myopia and astigmatism should be 
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corrected. This is reassuring to the patient and may be 
done as often as appreciable change takes place. 

Treatment of cataract ranges from watchful wait- 
ing to surgical intervention. While there is no known 
medical treatment, this does not mean that nothing can 
be done for the cataract patient prior to the time opera- 
tion is to be performed. 


The general physical condition of the patient 
should be taken into account and concurrent disease, 
such as diabetes, controlled prior to surgery. Removal 
of focal infections may be important ; however, Kirby 
feels that in many instances focal infections should 
not be disturbed.4 


Some patients seem almost to require some form 
of local care during the waiting period. Tinted lenses 
and mydriatics may improve the visual acuity provid- 
ing there is no tendency toward glaucoma. Dionin or 
glycerin and boric acid have been prescribed.* I have 
prescribed a fish oil preparation of vitamin A 
(Afaxin), having the patient instill 1 drop in the 
affected eye at bedtime. If stinging and redness result 
he is told to discontinue using the preparation in the 
eye but to use 4 drops on a piece of toast at breakfast. 
No harm is done and the patient is given something to 
do during a trying period of his life. Some cases 
become arrested and never come to the operating room, 
others are conditioned for surgery by visits to the office 
at regular intervals. In a series of 543 unselected cases 
reported by Birch-Hirschfeld 80 per cent obtained 
vision of 20/40 or better, while 93 per cent obtained 
20/60 or better. In over 50 per cent vision was 20/20.° 


Obviously, the more carefully cases are selected 
for operation the more nearly the actual outcome will 
approach hoped-for results. It is disappointing to oper- 
ate successfully on an eye and find on healing that 
probably no sight existed in that eye prior to surgery. 


Certain tests should be made so that unnecessary 
cataract operations are not performed. The lids, con- 
junctiva, and lacrimal sac should be examined for 
pathologic conditions. It has been my custom to take 
cultures from the conjunctival cul-de-sac. If there is 
no active pathologic process of any kind the use of 30 
per cent sodium sulfacetimide (in patients not sulfa- 
sensitive), 1 drop every 2 hours during the day and 
10 per cent ointment at bedtime for 4 days prior to 
surgery should result in a negative culture. Kirby feels 
that even though cultures are positive, if there has been 
no active inflammation recently the operation may 
take place.‘ 

The cornea, of course, should be carefully studied 
for opacities and other pathologic processes. The aque- 
ous humor should be examined, preferably with a slit 
lamp, for possible cellular elements and debris. The 
fellow eye may be examined, if it is feasible, to deter- 
mine the probable condition of the vitreous of the eye 
to be operated on. The iris should be observed for the 
presence or absence of synechia and for iridodonesis 
which may indicate a zonule that is not intact.* The 
lens should be carefully observed for size and con- 
sistency. The intraocular tension should be recorded. 
A possible hint as to the condition of the retina may be 
gained by a careful examination of the fellow eye 
unless it too is in an advanced cataractous stage. 


There are a number of subjective tests that should 
be made. The visual acuity should be recorded and the 
best corrective lenses interposed and the visual acuity 
recorded again. Where the ability to see is below the 
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test type threshold or even below the ability to count 
fingers, light projection or perception should be teste:), 
The ability to see colors of light, using red and green 
disks in front of the eye, is a good index of central 
vision. To be able to see a distant light (20 feet) 
through a pinhole gives valuable information: the 
smaller the pinhole and the farther from the eye it can 
be held in observation of the light, the better may | 
the central visual acuity.* 
_ Perimetry, where practical, may be done, thoug) 
it may be difficult. 

If operation is decided on, certain laboratory pro- 
cedures are recommended: (1) Culture from tl: 
cul-de-sac of the eye, (2) complete blood count, (.) 
urinalysis, (4) blood chemistry tests, usually limited to 
nonprotein nitrogen and blood sugar, and (5) Wasse: 
mann reaction. 

Patients suffering from blindness, due to opacity 
of the crystalline lens or its capsule, often hesitate to 
undergo cataract surgery for fear of having to remain 
motionless in bed for a prolonged period. Prior to the 
advent of sclerocorneal sutures, immobilizing of the 
head with sandbags and a regimen of immobility may 
have been justified, but they are hardly necessary now. 


EARLY MOBILIZATION AFTER CATARACT SURGERY 


The second portion of this paper will report the 
last fourteen cases of cataract surgery done by the 
author. One patient was out of bed the same day as the 
operation, eleven the first postoperative day, one on the 
second, and another on the third. 

The idea of allowing patients greater freedom is 
advocated by Wiener and Alvis’ who state that after 
cataract surgery their patients are out of bed and 
dressed the next morning, with the good eye open and 
a light dressing over the operated eye. Kirby* concurs 
in this. He says that the average patient may be turned 
to the unoperated side and have the head of the bed 
raised as soon after the operation as necessary to keep 
him comfortable. He advocates that patients be out of 
bed for 1 hour three times daily after the first 48 
hours, earlier if necessary. He recalls the notorious!y 
good results which are obtained in the case of the dis- 
oriented patient who gets out of bed and wanders about 
or falls out of bed, and thinks that on this basis greater 
freedom and comfort for the average patient are 
warranted in the postoperative period. 


CASE REPORTS 


Case 1. A man, aged 67, had only light percep 
tion in his left eye. On October 29, 1949, the left eve 
was operated on. An intracapsular operation was 2' 
tempted, but the capsule tore and extracapsular catarac! 
extraction of the left lens was performed. Sclerocor 
neal sutures were placed at 11, 12, and 1 o’clock. O: 
the afternoon of the operation the head was elevated 
At 6 p.m. the patient turned on his right side; at 9:30 
p.m. he changed position. On October 30, the firs’ 
postoperative day, at 6 a.m. the patient smoked a ciga- 
rette with assistance from an attendant. A light osteo- 
pathic manipulative treatment was given to the patient’s 
back, as he complained of some discomfort. At 4:30 
p.m, the head of the bed was raised. On October 31, 
the second postoperative day, the patient was up in a 
chair for 5 minutes. On the seventh postoperative day 
the patient left the hospital, walking out unassisted. On 
January 31, 1950, the patient had a visual acuity of 
20/25 minus, using a corrective lens. 
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Case 2. A man, aged 61, showed only light pro- 
jection and discernment of the colors red and green. 
An extracapsular cataract extraction was done on De- 
cember 3, 1949. One sclerocorneal suture was placed at 
12 o'clock. He returned from surgery at 8:40 a.m. At 
11:30 a.m. his position was changed. On December 4, 
the first postoperative day, at 10 a.m. the patient sat in 
a chair while the bed was being made. He was fitted 
with glasses on January 24, 1950, with a resultant 
visual acuity of 20/25 minus. He developed a post- 
operative opacity, and by January, 1951, his vision had 
diminished considerably. However, a simple capsulot- 
omy (needling) at the office resulted in visual acuity 
of 20/20 minus 2. 


Case 3. A man, aged 55, was seen on September 
), 1949, but surgery was delayed because he had fair 
visual acuity in one eye. However, by June 30, 1950, 
the right eye showed only light projection and ability 
to distinguish colors, and the left eye had a visual 
acuity of only 20/100. By July 27, the visual acuity in 
the left eye had been reduced to 20/200. Diagnosis was 
made of mature nuclear cataract of the right eye and 
immature nuclear cataract of the left eye. On Septem- 
ber 7 an intracapsular cataract extraction of the right 
eye was done. Prior to incision three sclerocorneal 
sutures were placed at 11, 12, and 1 o'clock. This 
patient sat up at 10 a.m. the first postoperative day. He 
sat on the side of the bed at noon and walked to the 
bathroom with assistance at 1 p.m. The patient was 
ambulatory on September 10. He was dismissed, 
walked out of the hospital by himself, and went home 
in a taxicab on September 13. The visual acuity 
obtained in this eye wearing a newly prescribed lens 
was 20/15. 


Case 4. A man, aged 59, presented himself with 
the complaint that he had been losing his sight for the 
past 2 years. With his right eye he could count fingers 
at 6 inches; visual acuity in his left eye was 10/300. 
Under dilatation the lens of the right eye was seen to 
be an even opaque structure characteristic of a mature 
nuclear cataract. The patient was examined by the 
department of internal medicine and the following 
report was issued: 

Impression: Arteriosclerotic hypertensive heart disease 
with early congestive failure and small aortic aneurysm. 
Recommendations: Operation for cataract provided the heart 
is supported with digitalization previous to operative pro- 
cedure. He is a good risk with the exception of impending left 
ventricular failure. 

The patient’s blood pressure on admission was 
220/150. On the day of operation it was 210/125. No 
blood was withdrawn. Intracapsular extraction of the 
right eye was done on October 20, 1950. On the follow- 
ing day the head of the bed was raised at 2 p.m., and 
the patient smoked a cigar. At 8:30 p.m. he was helped 
out of bed to urinate and sat on a chair by the side 
of the bed for 5 minutes. At midnight he stood by the 
bedside and was helped to urinate. On October 22 he 
was up at the side of the bed but felt some dizziness. 
He was up again at 2 p.m. The next day at 9 a.m. the 
patient was permitted to be ambulatory; he sat in a 
chair for 20 minutes. He was discharged on October 
29. The patient’s eyes were refracted, and on Novem- 
ber 23 he was given a lens for the operated eye. He 
obtained a visual acuity of 20/20. 


Case 5. A man, aged 40, had a cataracta complicata. 
The patient had abandoned the idea that he might ever 
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see with his left eye; the visual acuity in the right eye 
was scarcely more than 20/400. It seemed possible 
there might be some useful vision in the left eye and 
extracapsular cataract extraction was done on October 
28, 1950, at 9 a.m. The patient had a marked nystag- 
mus; a black nuclear cataract (cataracta nigra) was 
delivered. He was returned to bed at 10:15 a.m. The 
next day he sat on the edge of the bed at 11 a.m. He 
sat in a chair for 10 minutes at noon. The following 
day, October 30, he sat in a chair to eat; at 3 p.m. he 
walked. The patient was released from the hospital on 
November 4. The visual acuity of the eye which was 
operated on now exceeded that of the right eye, and 
except for the fact that bright light seemed to disturb 
his vision, he could see considerably better. This light- 
disturbance gradually lessened, and it may be that with 
extraction of the capsule at a later date, visual acuity 
will be considerably better than he hoped for. In any 
case, the early ambulation was not in any sense contra- 
indicated in this case. 


Case 6. The patient whose case is reported above 
(Case 3) had an extracapsular cataract extraction of 
the left eye performed at 8 a.m. on November 18, 1950. 
The patient was returned to bed at 9:10 a.m., and 
almost immediately the head of his bed was elevated 
slightly. On November 21 he was completely ambula- 
tory. Despite the fact that this operation was extra- 
capsular when actually an intracapsular extraction had 
been attempted, and despite the fact that some of the 
capsule seemed to persist, the end result, a visual acuity 
of 20/20 with an aphakic eye, was excellent. 


Case 7. A man, aged 59, was able to distinguish 
colors with his left eye. Light projection was present. 
On October 18, 1951, an intracapsular extraction was 
attempted on his left eye, but the capsule was torn, and 
the lens was delivered extracapsularly. Operation was 
completed at 8:30 a.m. and the patient turned on the 
unoperated side at 1 p.m., changing position through- 
out the day. On the first postoperative day, at 9:30 
a.m., he “dangled” a few minutes and sat in a chair at 
10:30 a.m. while the bed was being made. Each follow- 
ing day the time out of bed was increased. He was 
discharged on October 23. On November 11, 1952, 
visual acuity in the left eye, with glasses, was 20/20. 


Case 8. A woman, aged 58, had a visual acuity of 
6/400 in her right eye and 4/400 in her left. An intra- 
capsular extraction for left nuclear cataract was done 
on November 8, 1951. As soon as she was returned to 
her room, the head of the bed was elevated 45 degrees. 
At 12:15 p.m. her position was changed. On the fol- 
lowing day the patient was able to go to the bathroom 
with help at 7 a.m., noon, and 8:30 p.m. She walked 
daily and was dismissed from the hospital on Novem- 
ber 13. On February 9, 1953, the patient’s visual acuity 
in the left eye, with corrective lens, was 20/15. 


Case 9. A woman, aged 76, suffered from sclero- 
corneal injection for a number of years and stated that 
she had been told never to let anyone operate on her 
eyes. On October 3, 1950, she had a visual acuity of 
20/400 in the right eye. On November 8, 1951 a right 
intracapsular extraction was done. The patient was 
taken back to bed at approximately 10:45 a.m. and the 
head elevated to 45 degrees at 11 a.m. At 1:15 p.m. her 
position was changed to the left side. At 2 p.m. and 
5 p.m. of the same day, the patient was unable to use 
the bedpan and got out of bed and went to the bath- 
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room. She was given bathroom privileges from then on. 
The patient was dismissed on November 13, 1951. 
Visual acuity on September 30, 1952, was 20/40 minus 
1 with glasses. 


Case 10. A woman, aged 73, on October 15, 
1951, had visual acuity in her left eye of 20/300 with 
color perception. Operation was scheduled for Novem- 
ber 8 but when laboratory tests revealed a blood sugar 
of 240 mg. per 100 cc., the patient was placed in the 
care of an internist until the diabetes was sufficiently 
controlled to proceed with the operation. A left intra- 
capsular cataract extraction was done on January 10, 
1952. At 7 a.m. the following day the patient got out 
of bed while it was being made. She was permitted out 
of bed daily after that and was dismissed from the 
hospital on January 16, Visual acuity, with corrective 
lens, was 20/30. 


Case 11. A woman, aged 71, showed only light 
projection in her right eye on January 30, 1950. Diag- 
nosis was made of mature senile cataract. On April 19 
a right intracapsular cataract extraction was done. The 
following day she was out of bed for 45 minutes and 
was up daily after that. She was discharged on the 
fourth postoperative day. On May 22 the resultant 
visual acuity, with glasses, was 20/50 plus. 


Case 12. A man, aged 75, showed a visual acuity 
of only 15/400 in the right eye. A diagnosis of senile 
cataract was made and on August 9, 1952, the right eye 
was operated on. The capsule tore and the lens was 
delivered extracapsularly. On the first postoperative 
day this patient went to the bathroom with assistance 
and was discharged from the hospital on the third 
postoperative day. Visual acuity on November 12 was 
20/30 plus. 


Case 13. A woman, aged 84, showed light pro- 
jection and color perception in the left eye. On January 
7, 1953, a left intracapsular cataract extraction was 
done. At 2 p.m. on the first postoperative day this 
patient was helped to the lavatory and also sat in a 
chair for 10 minutes. She walked at least twice daily 
afterward, being dismissed from the hospital on Jan- 


uary 13. Visual acuity with corrective lens was 
20/60 plus. 
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Case 14. The patient whose case is reported 

above (Case 8) returned for operation on the mature 
cortical cataract on her right eye. At operation on 
February 24, 1953, the lens was delivered intracap- 
sularly. The patient’s position was changed four times 
on the day of operation and she was permitted to gx 
to the bathroom on the first postoperative day and daily 
thereafter until she was discharged from the hospita' 
on the fourth postoperative day. Visual acuity in this 
eye is corrected to 20/25 plus. 


All of the above cases had the advantage of sclero- 
corneal sutures. In most cases, one at 11 o’clock, onc 
at 12, and one at 2; occasionally one suture was cut 
and only two sutures were used. In one case only a 
single suture, at 12 o’clock, was used. 


From the results in these cases it would appear that 
the average patient operated on for the removal of 
cataract can be mobilized very early, at least when the 
incision has been secured by sclerocorneal sutures. Less 
discomfort and inconvenience are occasioned the pa- 
tient, and the debility attributable to rigid restraint is 
avoided. 


SUMMARY 


In this paper the following points are considered : 

1. Cataract is defined. 

2. The antiquity of the subject is indicated. 

3. The pathology is reviewed. 

4. The theories of the etiology of cataract are 
enumerated. 

5. Subjective and objective symptoms of cataract 
are given. 

6. Means of diagnosis are covered. 

7. Classification is outlined. 

8. Treatment is considered. 

9. A number of preoperative investigative pro- 
cedures are suggested. 

10. Fourteen case histories are given of patients 
who were mobilized early. Much credit for the success- 
ful results following early mobilization after cataract 
extraction may be attributed in the above cases to the 
use of sclerocorneal suturing. 
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Remarkable progress has been made in the prevention and 
treatment of many infectious diseases, but very few, if any, 
have been completely eradicated. The classical acute bacterial 
infections of the intestinal tract still occur with sufficient fre- 
quency to be of concern to the physician in practice and in 
public health work, and the syndrome of acute infectious 
diarrhea of the newborn from time to time complicates the 
management of hospital nurseries. Although in the past 20 
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years reported cases of typhoid and paratyphoid fever in this 
country have decreased from 23,000 to approximately 4,100 
per year, the annual incidence of reported bacillary dysentery 
in the past 10 years has increased from 19,000 to approximately 
28,000. These figures do not include the instances of diarrhea 
of unspecified cause nor those cases of specific infection which 
are not on record because they were not reported—Elberton 
J. Tiffany, M. D., Public Health Reports, November, 1952. 
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INTRODUCTION 
In recent years the physiologic and pathologic 
importance of the potassium ion has received increasing 
attention from clinician and physiologist alike. Its 
role in fluid and electrolyte balance is of significance 
to the surgeon as well as the internist, and potassium 
iberrations have been demonstrated in a wide variety 
of clinical entities. Since a general understanding of 
the role of potassium in health and disease is essential 
to its successful clinical application, this paper will 
approach the subject from this standpoint. 


POTASSIUM METABOLISM 


Potassium is chiefly an intracellular cation,’ being 
found in high concentration in blood and tissue cells 
but in small concentration in the serum and intercellu- 
lar fluids and generally in an approximate inverse 
proportion to the sodium ion. This high ratio of intra- 
cellular to extracellular potassium concentration is of 
prime importance in the maintenance of normal tissue 
function,” especially in cardiac, hepatic, muscle, and 
nervous tissue. Earlier physiologic teaching held that 
this essential relationship was due to lack of permea- 
bility of the cell membrane to potassium and sodium 
ions. More modern physiology, however, holds that 
the cell membrane is freely permeable to both sodium 
and potassium and that their concentration on either 
side of the cell membrane is due to complex physico- 
chemical balances between these ions and intracellular 
protein complexes, and that potassium and sodium are 
in constant dynamic chemical equilibrium across the 
cellular membrane. 

Clinical aberrations in potassium metabolism are 
chiefly due to potassium intoxication, potassium deple- 
tion, or to disturbance of the normal intracellular- 
extracellular ratios secondary to generalized fluid and 
electrolyte imbalance. These pathologic processes may 
develop in such widely divergent situations as lower 
nephron nephrosis,* diabetic coma,‘ testosterone,° 
ACTH, cortisone, and desoxycorticosterone therapy,® 
continuous gastrointestinal decompression,?” adrenal 
disorders, and diuretic therapy. Its importance in 
pediatric practice has recently been stressed.* 

Potassium is widely distributed in foods and is 
usually taken in adequate quantities in most diets, the 
average requirement being 3 to 4 grams (75 to 100 
milliequivalents) daily. There is normally no storage 
of potassium in the body over and above current 
needs. Potassium is principally excreted by the kid- 
neys while 10 per cent is eliminated in the feces? under 
normal physiologic conditions. 


SPECIFIC METABOLISM 


Tonic Relations.— 

The position of potassium as the chief intracellu- 
lar cation has been mentioned. The loss of intracellular 
ions, especially of potassium, has been shown by experi- 
ment to have profound effect upon cellular function, 
to result in myocardial necrosis, and to alter the 
acid-base balance of the extracellular fluid.2 Thus, 
not only total potassium level, but also its relative 
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distribution is of clinical importance. Such distribution 
is difficult to measure directly, but must in any given 
case be inferred from knowledge of pathologic potas- 
sium metabolism. Serum potassium level may be 
accurately measured by flame photometry; a range of 
4.0 to 5.7 milliequivalents per liter is considered normal. 
Flame photometery, however, requires expensive equip- 
ment which is not always readily available, especially 
in smaller communities. For general use, serial electro- 
cardiographic tracings have been suggested as an 
indirect index to potassium level, the details of which 
will be elaborated presently.*” 

Darrow and his coworkers® have shown experi- 
mentally in rats that the concentration of serum bicar- 
bonate varies directly with sodium and inversely with 
potassium and that in dogs prolonged deprivation of 
water gives rise to urinary suppression with retention 
of sodium and excessive potassium loss. 

Conditions in which fluid and electrolyte balance 
are disturbed may cause sodium ions to enter cells 
and replace potassium.’”® Saline replacement therapy 
without the inclusion of adequate amounts of potassium 
will aggravate the existing intracellular electrolyte 
imbalance to the detriment of tissue function and 
general recovery. Similar circumstances may be pres- 
ent in traumatic and shocking circumstances in which 
excessive adrenal stimulation results in excessive 
potassium excretion.*® Hypochloremic alkalosis that 
does not respond to hydration and sodium chloride 
therapy indicates potassium deficiency and the need 
for potassium replacement.’ 


Excretion.— 

As previously mentioned, the kidneys serve as 
the chief route for normal potassium excretion,’ elimi- 
nating 90 per cent of the potassium output, with the 
remainder being excreted in the feces. The peculiar 
manner in which the kidneys regulate potassium excre- 
tion is of considerable clinical importance, since it is 
usually the factor responsible for the development of 
hypopotassemia. The normal kidney is an efficient 
guardian against potassium intoxication, rapidly clear- 
ing the system of considerable quantities of excess 
potassium. However, the kidneys serve poorly in the 
face of inadequate potassium intake, for the normal 
kidney will continue to excrete significant quantities 
of potassium even in the presence of potassium de- 
ficiency, as long as adequate urinary volume output 
is maintained.**"** Thus, any patient with adequate 
urinary output whose potassium intake is severely 
curtailed or eliminated as in starvation, coma, gastro- 
intestinal obstruction, or persistent diarrhea or vomiting 
will develop the clinical syndrome of hypokaliemia if 
the condition continues long enough without adequate 
potassium replacement. Fluid replacement in the form 
of saline solutions alone will further aggravate the 
process of potassium depletion by flushing out still 
greater quantities of urinary potassium and by the 
replacement of intracellular potassium by sodium ions.® 
Glucose solutions, while inadequate to replace deficient 
potassium, do not aggravate the process to a comparable 


degree, thus saline infusions should be used sparingly 
in such cases in favor of dextrose and other solutions 
where other factors permit.’” 


POTASSIUM IN CARBOHYDRATE METABOLISM 
AND GASTROINTESTINAL PHYSIOLOGY 


The secretions of the upper gastrointestinal tract 
are normally rich in potassium ions which play an 
integral part in digestion and absorption, though their 
precise role is as yet poorly understood. Such potassium 
is largely reabsorbed lower in the alimentary canal and 
serves an essential role in the phosphorylation of glu- 
cose as it passes from the small intestine into the 
hepatic portal system and to the liver. Glycogen can- 
not be deposited in the liver without appropriate 
quantities of potassium and water. It is bound to 
various hexose phosphates in liver and muscle and is 
bound to protein. in a ratio of 2.4 milliequivalents per 
gram of nitrogen.’ 


Another essential potassium cycle is a partner to 
the carbohydrate metabolic cycle between liver and 
muscle. The normal synthesis of glycogen by the liver, 
its subsequent breakdown to form blood glucose and 
further resynthesis into stored glycogen by muscle 
tissue must all be accompanied by appropriate amounts 
of potassium.’® The clinical significance of potassium 
in conditions of disordered carbohydrate metabolism 
such as diabetes mellitus, especially in coma, is appar- 
ent in view of these factors. Similarly it may readily 
be seen that in the numerous conditions in which large 
quantities of gastrointestinal secretions are lost such 
as in continued vomiting, diarrhea, fistula formation, 
or continuous decompression,’ the potassium depletion 
syndrome will inevitably develop if such conditions 
continue for sufficient time in the absence of potassium 
replacement. The methods of accurately determining 
quantitative replacement will be covered presently 
under the heading of treatment. 


POTASSIUM AND CARDIAC FUNCTION 


Ringer and Murrell" in 1878 first demonstrated 
the necessity of potassium for continued myocardial 
function in experimental perfusion of frog heart 
muscle in vitro and showed that the heart would 
stop in diastole when perfused with solutions contain- 
ing excessive concentrations of potassium while car- 
diac arrest in systole occurred in perfusion fluids 
deficient in potassium. The relationship of potassium 
to the utilization of glucose and glycogen in muscle 
tissue has been mentioned and is of importance in 
cardiac as well as skeletal muscle function. 


POTASSIUM AND NERVOUS PHYSIOLOGY 


Irritability of the nervous system is dependent 
in large measure on the balance between calcium, 
potassium, and sodium ions present in the tissues and 
body fluids. A decided increase in calcium ions in- 
creases irritability, and an increase in potassium will 
produce a similar effect."* Nerve fibers are surrounded 
by a semipermeable membrane which at rest and in 
the presence of adequate oxygen carries a positive 
electrical potential on the outside and negative charge 
on the inner surface of the membrane. Following 
stimulation, potassium ions diffuse outward through 
the membrane. During refractory period, membrane 
permeability is decreased and potassium returns. In 
periods of potassium depletion, sodium ions are al- 
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lowed to enter the nerve cell in place of potassium"? ‘0 
the detriment of nervous function and integrity. P.- 
tassium is also necessary for the synthesis of choline 
acetylase, an enzyme required for the synthesis «f 
the acetyl choline’’ and necessary for synaptic function 
in nerve endings outside of the sympathetic nervous 
system, 

Thus it is apparent that potassium aberratio: s 
impair nerve function in a complex manner, deprivii:z 
it‘at multiple points of essential steps in the compk x 
physiology of nervous processes. In the light of the: 
findings in association with known effects of potassiuin 
aberrations upon muscle function and glycogen ai] 
protein metabolism, it is not surprising that either 
potassium intoxication or depletion may be associate! 
with malaise, weakness, abdominal distention, and 
general apathy. 


POTASSIUM IN RELATION TO DIABETES MELLITUS 
AND DIABETIC COMA 


Since potassium is of importance in fluid and 
electrolyte imbalance and carbohydrate and _ protein 
metabolism as has been reviewed, its role in diabetic 
acidosis may readily be appreciated. Since the state 
of diabetic acidosis entails loss of glycogen with sub- 
sequent breakdown of tissue protein and accompany- 
ing loss of intracellular potassium, the process of 
depletion begins. Nausea and vomiting further de- 
plete available potassium while diminished food intake 
reduces replacement, and urinary excretion continues. 

At the time of instituting diabetic therapy, a 
tissue potassium deficit is probable while serum con- 
centrations may be normal or even slightly increased. 
As insulin therapy is begun, blood sugar drops and is 
accompanied by a proportionate decrease in serum 
potassium since potassium must be utilized to convert 
blood sugar into liver and muscle glycogen. The usual 
intravenous saline therapy aimed at correcting acidosis 
further accelerates potassium depletion’® by its diuretic 


_effect, flushing more potassium out of the system, by 


hemodilution and by favoring further replacement of 
intracellular potassium ions with sodium. 

Martin and Wertman* warn of the importance 
of multiple electrolyte imbalance in diabetic coma ani 
point out the correlation between sagging ST segments 
and lowered CO, combining power, as well as the 
association of lowered serum calcium and prolonga- 
tion of the QT intervals in the electrocardiogram. 

Thus it may be seen that management of diabetic 
acidosis by saline replacement cannot be expected to 
produce the optimum results, but appreciation o/ 
underlying multiple electrolyte aberrations will permi' 
the development of a more successful therapeuti: 
program for the individual patient than has been pri 
viously enjoyed in average practice. 


POTASSIUM AND THE PITUITARY-ADRENAL AXIS 


ACTH, whether endogenous from the pituitary o: 
of exogenous origin, will, in the presence of intac’ 
functional adrenal cortical tissue, excite the secretio: 
of a variety of adrenal cortical steroids including corti 
sone, compound F, DOCA, and others. These steroid: 
serve a variety of individual functions among which: 
is the regulation of carbohydrate, salt, and wate: 
metabolism. The over-all effect of adrenal stimulation 
will cause. diuresis of potassium and retention of 
sodium. The converse is, of course, true in Addison’s 
disease where diminished adrenal function leads to 
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excessive sodium loss and to potassium retention.® 
This salt-water regulation is largely the work of 
desoxycorticosterone ;** cortisone is less active in this 
regard, exerting a more prominent effect upon carbo- 
hydrate and other organic metabolites. Because of 
these properties of adrenal cortical steroids, it is 
recommended that all patients receiving ACTH or 
cortisone be placed on low sodium intake (less than 
0.5 grams of sodium chloride daily) and an additional 
cral intake of 4 to 6 grams of potassium chloride 
or bicarbonate be given all patients on full dosage 
schedules.*7 Smaller quantities of potassium may be 
used to supplement smaller dosage schedules. Fre- 
cuent weighing and blood pressure determination will 
aid in the early discovery of fluid and sodium retention. 


HYPOPOTASSEMIA 


In view of known effects of potassium depletion 
on muscle, cardiac, and nervous function, the symp- 
toms of hypokaliemia may readily be explained. They 
include marked muscle weakness progressing to paraly- 
sis beginning in the extremities. Later the functions 
of swallowing and respiration become impaired, fish- 
mouth breathing is present, heart sounds become dis- 
tant and muffled, and irregularities of cardiac rhythm 
may develop. Blood pressure is depressed with little 
change in pulse, while deep tendon reflexes become 
diminished.® Cardiac dilatation may develop. Anorexia, 
listlessness, mental depression, and abdominal disten- 
tion are often present.” 

Flame photometry will usually reveal potassium 
levels below 4.0 milliequivalents per liter, but serum 
levels may remain normal in the early stages due to 
migration of potassium ions into the serum from 
tissue cells. Electrocardiographic tracings may show 
some of the following typical but nonspecific abnor- 
malities: depression and elongation of T waves, ST 
segment depression, and prolongation of the QT inter- 
vals. These changes may also be delayed and there 
may be considerable lag between changes in the current 
status of the patient and the electrocardiographic 
changes. Thus it is evident that anticipation of 
expected electrolyte changes and preventive therapy 
are desirable wherever possible. 

Due consideration must be paid to the contraindi- 
cations to potassium replacement since there is a 
relatively narrow range of normal, and collapse has 
been reported from the oral administration of as 
little as 10 grams of potassium chloride.’* Parenteral 
potassium should be avoided in the presence of high 
serum potassium levels, impaired renal excretion, pre- 
existing heart block, or Addison’s disease. The oral 
route is preferred wherever practicable. When the 
parenteral route must be utilized, close observation 
must be maintained with particular attention to the 
development of any evidence of potassium intoxication 
or urinary suppression. 

Lans and his coworkers? emphasize the importance 
of control of potassium level in surgical patients since 
conditions common in surgical practice such as vomit- 
ing, diarrhea, fistula formation, and gastrointestinal 
suction remove: secretions rich in potassium. They 
‘ound that patients losing 3 to 4 liters of gastroin- 
‘estinal fluid lose as much as 81 to 108 milliequivalents 
f potassium (equivalent to 6 to 8 grams of potassium 
‘hloride) daily. They have found that such patients 
esponded strikingly with the subsidence of the symp- 
\oms of distention, weakness, anorexia, et cetera when 
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potassium replacement was used in the following 
manner: Patients were given 9 to 15 grams of po- 
tassium chloride per day by using solutions containing 
3 grams (40 milliequivalents) of potassium chloride 
per liter of saline, amino acids, or dextrose, adminis- 
tered not faster than 120 to 180 drops a minute. This 
was continued until serum potassium levels remained 
normal for 24 hours; then 6 grams of potassium 
chloride daily were given. In addition, each liter of 
gastric juice removed by suction in 24 hours was 
replaced parenterally with a liter of dextrose in half 
normal saline with 5 grams of potassium chloride 


added. 
POTASSIUM INTOXICATION 


The clinical appearance of potassium intoxication 
may be remarkably similar to that of potassium deple- 
tion. It may be characterized by muscular weakness 
of insidious onset progressing to flaccid paralysis of 
the extremities, diminution of deep tendon reflexes, 
muffled heart sounds, and bradycardia.® Thus, con- 
fusion may easily arise as to whether hypokaliemia 
or hyperkaliemia exists unless laboratory clarification 
is possible or one is able to estimate accurately the 
expected changes in potassium balance in relation to 
the pathologic events leading up to the condition found. 


Flame photometry, when available, will give an 
accurate serum potassium level, usually above 5.7 
milliequivalents per liter in these cases. If electrocardi- 
ography must be used for this purpose, one may find 
elevated T waves, diminution of R waves, and increased 
S components with the disappearance of P waves. The 
ST segment tends to be depressed, and the QRS and 
T components may become depressed until a smooth 
diphasic wave is produced.® Such changes are not 
specific and must be judiciously interpreted in the 
light of the general clinical appraisal. 


Most of the cases that have been reported show- 
ing electrocardiographic indications of hyperkaliemia 
have been those in which renal insufficieny or uremia 
were present.** Some controversy exists over which 
renal conditions may lead to potassium intoxication. 
Winkler and associates’ state that renal disease in the 
absence of urinary volume suppression is unlikely to 
cause potassium intoxication, while Nicholson and 
Spaeth® report that in patients with damaged kidneys, 
irrespective of the type of lesion or the volume of 
urinary output, potassium must be used with great 
caution and that it is advisable to administer it only 
when the serum levels can be determined. This much 
is clear, that whenever one encounters signs and symp- 
toms suggestive of potassium intoxication or conditions 
such as oliguria or anuria in which potassium excesses 
may be expected, careful attention should be given to 
this aspect of the problem and potassium level should 
be appraised by the best means available. 


Among the measures which have been suggested 
as antidotes to potassium poisoning are intravenous 
calcium gluconate, dextrose to favor deposition of 
glycogen in the liver with the concurrent removal of 
proportionate amounts of circulating potassium, and 
saline solutions, though these must be used with cau- 
tion in the presence of edema or anuria. Continuous 
gastric lavage has been used successfully to reduce 
potassium.* Since the introduction of cation exchange 
resins to clinical usage for the removal of cations 
from the gastrointestinal tract, resins in the ammonium 
form (that is without an accompanying potassium 
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component) have been shown to be of value since 
potassium ions as well as sodium will be absorbed and 
removed by such ions. Elkinton and coworkers*® 
have demonstrated in several cases of anuria that 
elevated potassium levels were lowered by the ad- 
ministration of a resin in the ammonium form either 
by mouth or by enema. This series included one patient 
with a temporary complete renal shutdown who re- 
covered completely. In using ion exchange resins 
for this purpose, one must be sure to select a prepara- 
tion which does. not contain a potassium cycle since 
some preparations now on the market, such as Natrinil, 
contain a 20 per cent potassium cycle in order to avoid 
the production of potassium depletion in edema therapy. 
Such a preparation would of course, fail to remove 
sufficient quantities of potassium in these cases while 
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a resin without a potassium cycle would absorb po- 
tassium as well as sodium ions. 


SUMMARY 


The general and specific metabolism of potassiuin 
has been reviewed and its relation to clinical medici: e 
and surgical practice explored. The relationship « f 
potassium to general fluid and electrolyte imbalan 
has been discussed, methods of recognition and ma» - 
agement of both potassium depletion and intoxicaticn 
syndromes outlined, as weli as conditions in which 
one may expect such to develop. The importance «f 
anticipation and prevention of serious potassium i- 
balance has been stressed. 
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method, had animal kennels and a laboratory at Earl’s Court, 
London, his country estate where he plied his arduous labor in 
the cultivation of surgery. Joseph Lister, the great benefactor 
of surgery, had only a work-room in his home in his suc- 
cessive residences in Glasgow, Edinburgh and London. His 
experiments with the catgut ligature probably were done on 
his father’s farm. Halsted at Johns Hopkins University devel- 
oped the first experimental surgical laboratory in a university 
in this country, an occurrence which has come to have an 
important influence on the growth of the experimental method 
in surgery. Nicholas Senn and George Crile, like Lister and 
English and American chemists of a century ago, succeeded in 
carrying out significant experiments under primitive and infor- 
mal private arrangements. Alexis Carrel, first at the Hull 
Physiological Laboratory at the University of Chicago, and 
later, at the Rockefeller Institute in New York City, developed 
technics for transplantation of blood vessels, the importance of 
which has only recently come to be appreciated by surgeons. 


* * * 


It is proper on an occasion like this that we recall the 
words of warning of Thomas Sprat in the “History of the 
Royal Society,” written in 1742. In speaking of the various 
degrees of usefulness of experiments, Sprat said: “If they 
will persist in condemning all experiments, except those which 
bring them immediate gain, and a present harvest, they may as 
well laugh at the Providence of God that He has not made all 
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the seasons of the year, to be times of mowing, reaping and 
vintage.” 
* * 
The gulf which separates people in their thinking is the 
great problem of the world. It is not primarily a matter of 
geography, race or creed. On the large stage of the world or 
in the smaller sphere of office and home, kinship and kindred- 
ness of the spirit count above all else. Conflict of wills and 
objectives leads to disorder and disharmony in all areas of 
human interest. A, willingness to see eye to eye in any endeavor 
is often a great determinant of its fate. 


* * * 


Experimental laboratories for surgery research today ply 
an important role in rounding out the training of the career 
surgeon. There is great virtue in the graduate student  f 
surgery interesting himself seriously in a research project as a 
part of his training. It has enlarged the mental horizon and 
outlook, redirected the thought and goals of many a young man 
who thought he was interested only in the practical aspects of 
surgery. Many a young surgical aspirant has found on e- 
posure to a problem in a research laboratory that all his former 
apathy toward research is gone and what he thought he d's- 
liked has actually become a driving force in his life and his 
added meaning and zest to it. He who aspires to be a scholar 
in any science must dedicate himself to his tasks and not cout 
the cost—Owen H. Wangensteen, M.D., Proceedings of tie 
Staff Meetings of the Mayo Clinic, December 17, 1952. 
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PUBLIC HEALTH SERVICE 1952 


That most important document to all individuals 
concerned with the nation’s health front, the Public 
Health Service section of the Annual Report of the 
Federal Security Agency, is now available through the 
Superintendent of Documents. Although the Report 
appears at a time when the Department of Health, 
Education, and Welfare is the administrative agency 
for the Service, it bears the imprint of the discontinued 
Federal Security Agency since the Department had not 
been created at the time of the Report’s transmissal to 
Congress (October 31, 1952). That is an incidental 
fact, however, for the Public Health Service in its 
one hundred and fifty-fourth year of existence is 
lightly affected by political changes, either for good or 
ill. Its essential task—that of conserving and enhancing 
the health, happiness, and prosperity of Americans— 
men, women, and children of all races and creeds, has 
not changed in many decades. This task is above polit- 
ical vagaries and continues to be accomplished by 
enlisting a cooperative effort among all groups, public 
and private, whose chief concern is to promote the 
public health. 

Over the period reported (ending June 30, 1952), 
death from infectious diseases continued the steep 
descent which began in 1900. The principal commu- 
nicable diseases of childhood (diphtheria, whooping 
cough, measles, and scarlet fever) are virtually elimi- 
nated as causes of death. In 1900 the combined death 
rate from these causes was 75 per 100,000; it has been 
less than 2 per 100,000 since 1949. The late Dr. Joseph 
W. Mountin, an official of the Service, termed the first 
half of the twentieth century “the age of the child.” 
Much that has been accomplished in the child health 
movement can be credited to the decades of leadership 
by public health personnel, national and state, working 
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in close cooperation with the medical profession and 
groups dedicated to the fight against disease. 

New health problems emerge as the old are con- 
quered. The challenge posed by the communicable 
diseases of childhood, and by malaria, smallpox, tuber- 
culosis, and typhoid fever has been replaced by the 
challenge of chronic diseases. This challenge is not as 
new as it seems. As early as 1914 chronic diseases as a 
group first claimed their place as a chief cause of 
death. In 1900 chronic diseases were tagged with a 
death rate of 408 per 100,000 which had risen to 627 
per 100,000 in 1948, against a decline of acute infec- 
tious diseases from 682 to 88 per 100,000 population 
during the same period. As more people survive 
infancy and childhood, more find themselves in the 
age groups for cancer and the cardiovascular-renal 
diseases. In 1951 their combined rate of 655 per 
100,000 accounted for more than two-thirds of all 
deaths in the United States. In 1900 they were respon- 
sible for less than one-fourth of all the deaths. Such a 
trend led Dr. Mountin to urge that the second half of 
the twentieth century be devoted to equalling for adults 
the record made for children in the first half. 

It is in this connection that scientists working 
within the osteopathic profession have pointed out that 
osteopathy may well prove to be the preventive medi- 
cine of tomorrow. 

The Public Health Service through its National 
Institutes of Health is now providing the medical out- 
posts of health for the United States, and to a degree 
for the world. The opening in 1953 of the Clinical 
Center at Bethesda, Maryland, will provide unique 
facilities for the study of chronic and crippling dis- 
eases. Here will be brought together outstanding 
workers in virtually all branches of medical and labora- 
tory science. A program for visiting medical scientists 
permits people with special skills to work in the 
laboratories for periods that.vary from a few weeks to 
a year and then to go back to their parent institution. 

Teaching grants from two of the National Insti- 
tutes of Health have made it possible for osteopathic 
colleges to participate in the national attack on cancer 
and on cardiovascular disease through Public Health 
Service’s program in the respective Institutes of those 
diseases. 

In addition to its teaching program the National 
Cancer Institute has a broad research program. During 
the past year an analysis of smoking histories of 477 
men suffering from lung cancer confirms reports made 
by other investigators that there is an apparent asso- 
ciation between cigarette smoking and cancer of the 
lung and larynx. 

The National Heart Institute made important 
progress during the past year in research relating to 
arteriosclerosis and coronary artery disease. Some of 
the factors which determine the physical state of fatty 
materials in plasma have been discovered. A deficiency 
of these factors results in a marked disturbance of fat 
transport and presumably fosters the condition essen- 
tial for the development Of atherosclerosis. The 
mechanism by which the physical state of fat-contain- 
ing molecules in the plasma can be changed has been 
discovered, one element of which is called a “clearing 
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factor.” It seems to have the ability to clear the milky 
condition of the blood which follows a fat meal. 
During the past year new work has been done on the 
importance of the kidney and its controlling endocrine 
glands in the development of circulatory failure, the 
role of diet from the standpoint of salt and protein 
intake has been more clearly defined, and progress has 
been made in the field of hypertension. Surgical treat- 
ment of an impaired aortic valve was developed under 
a research grant made by the National Heart Institute. 


The Report deals with more aspects of public 
health than can even be mentioned here, ranging from 
cooperative federal-state-local health activities centered 
in the Bureau of State Services to progress in world 
health centered in the World Health Organization. The 
latter organization now has seventy-nine sovereign 
nations as members. Health has become a basic part of 
the United States foreign policy, an interest of such 
primary importance that it dare not be disregarded by 
any administration. 


It is true that the Congress of the United States 
is in a mood of retrenchment to the degree that the 
Department of Health, Education, and Welfare has 
had the budget proposed by President Eisenhower 
severely cut. The National Heart Institute alone had 
nearly a million dollars taken from its budget; the 
Hill-Burton hospital expansion took a $15 million cut. 
Protests have been mounting from varying sources. 


Reports such as this from the Public Health 
Service prove that this historic agency gives something 
to the people of this nation that can be secured in no 
other way. The tremendous growth of the United 
States and the increasing role it is called upon to play 
internationally make it mandatory to back the Public 
Health Service in its broad program of assistance to 
the states and of leadership in the World Health 
Organization. Every physician owes it to himself and 
his profession to give this Annual Report an intelligent 
scanning. Here is medicine at its best and in its most 
traditional role—skill and knowledge in the service 
of man. 


WITHIN THE TRADITION 


Coordinators of the cancer and cardiovascular 
training programs of the osteopathic colleges held a 
meeting in May at the headquarters building of the 
American Osteopathic Association, the first meeting 
for the heart coordinators since they received their 
teaching grants from the National Heart Institute of 
the Public Health Service, but the second meeting for 
the cancer group. An outstanding event of the meetings 
was the dinner given by the two groups honoring Paul 
D. White, M.D., Executive Director of the National 
Heart Advisory Council, and J. Franklin Yeager, 
Ph.D., Chief, Grants and Teaching Branch, National 
Heart Institute. Both men were program participants 
of the heart coordinators sessions, as representatives 
of the National Heart Institute and its Advisory 
Council. 
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Recognized worldwide as an authority on heart 
disease, Dr. White is a physician in the heritage of 
William Osler and Richard Cabot. Since 1914 he ha: 
been a teaching fellow in clinical medicine at Harvard 
University Medical School and a staff member of Mas 
sachusetts General Hospital. He has long been known 
as a specialist and researchist in heart disease, a con- 
sujtant in that field, and an author of note. His text- 
book, “Heart Disease,” now in its fourth edition, is 
rated as a modern medical classic. Public health medi 
cine was not in the activity of Dr. White’s earlier 
years, and his recent connection with the Public Health 
Service as an advisor of the program of the National 
Heart Institute is an indication of his flexibility oi 
mind and of the high rating he gives the work of that 
agency. 


Dr. Yeager, who occupies a pivotal position with 
the United States Public Health Service generally and 
the National Heart Institute specifically, belongs to that 
group of devoted officers of all branches of the Service 
who have made it one of the great institutions of this 
Republic. From the beginning, the Service has had as 
its officials men dedicated to preserving the health of 
the people. Such individuals belie the loose talk about 
bureauracy in Federal service which is all too prevalent 
today. 


These two men, united in a common effort, exem 
plify our democracy functioning at its best: the 
government utilizing the finest type of career officer to 
direct an agency devoted to aiding the people, a dis- 
tinguished private citizen giving to the same agency 
the benefit of his special skills, and all of this done to 
bring medical learning to the wider service of man. 


Medicine is universal, despite systems and organi- 
zations which have sought to limit or control it. 
Osteopathy was forced into a position of apparent 
sectarianism more than a half century ago, although ii 
can be established historically as a segment of the 
medical reform that swept through the Western conti 
nent during portions of the eighteenth and nineteenth 
centuries. The profession refused to accept the place sv 
arbitrarily assigned to it, and for years it has paced its 
progress by the progress of medical science; alway- 
questioning, forever doubting, and constantly seeking 
to blaze new trails. Doctors of osteopathy maintain tha 
the long acceptance of osteopathy by the public as « 
school of medicine with a distinctive contribution t 
make to the healing arts justifies its independence. Th: 
profession is now engaged in a renewed effort t 
establish its position for the future by acceptable 
fundamental and clinical research. 


The signal contribution which osteopathy cai 
make to society will be through the osteopathic concep’ 
as an unfolding and developing philosophy of healt! 
and disease. The profession stakes its future right t: 
existence upon the demonstration of the validity of 
that concept before the bar of history. If this attitud 
be that of a “cult,” then let those who will make th« 
most of it. History will judge an organization as sec 
tarian not by the label pinned upon it, but by its policy 
over the decades. 
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Some years ago Harvey Cushing, speaking at 
Dartmouth College, reminded his hearers that medicine 
had “an unbroken continuity of tradition exceeding 
that of Christianity, and that even when Hippocrates 
wrote he mentioned the Art of the physician as one 
respected by men in all time.” It was within that tradi- 
tion that a representative of a medical service almost 
as old as this nation and a great doctor appeared at the 
coordinators meeting in the interest of a medicine that 
antedates medical systems and associations. For medi- 
cine will remain a creative living thing when the little 
organizations with which men attempt—and perhaps 
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need—to hedge it in have had their day and ceased to be. 

Men are truly great only as they submerge them- 
selves in a greatness not of themselves. It is that vision 
that motivates the Public Health Service of the United 
States and those who man it. And it is in that spirit 
that Paul Dudley White came to the meeting of the 
cardiovascular coordinators of the osteopathic colleges. 
And it was in that spirit, too, in which both he and 
J. Franklin Yeager were received and welcomed by 
these young men to whom they brought so much, and 
in which the American Osteopathic Association was 
honored by their presence. 


Notes and Comments 


“Hypertensive and Coronary Heart Diseases in 
1953” was made the main topic of discussion by Dr, 
Paul D. White at the May meeting of the osteopathic 
cardiovascular coordinators in Chicago. Speaking rem- 
iniscently, he recalled that Dr. Richard Cabot had 
advised him more than 30 years before that cardiology 
was too small and limiting a field for a doctor’s full 
time. Would that he had implied to Dr. Cabot, said 
Dr. White, that the day would come when there might 
be specialists for one valve of the heart—as there are 
today. Dr. White now feels “like a general practi- 
tioner in the field with many special assistants in the 
branches.” He pointed out that years ago medicine 
was so preoccupied with the problem of infectious 
diseases and malnutrition that there was little time 
to groom heart specialists or train them to recognize 


heart disease. Another major point which the speaker” 


made was that despite the increased knowledge of 
heart pathology, and of its diagnosis and treatment, 
medicine remains as essentially ignorant of the funda- 
mental causes of heart disease as it was in 1920. 


White Aphorisms.— 


Women have more hypertension than men, but 
men are harder hit. 

I should like to discard the term “degenerative 
heart disease”; for one reason, there are many indi- 
viduals with coronary arteriosclerosis who are young, 
and many older people have the disease when it is 
a part of the aging process. 

You know that there are no suitable tables as yet 
giving the limits of normal blood pressure calculated 
on age, height, and weight. Record an individual’s 
blood pressure under different conditions in order to 
know what the normal is for that particular person 
before he or she gets into a hypertensive state, rather 
than relying on tables. Also there are no adequate 
standards for the interpretation of electrocardiograms 
and x-ray films. 


It is still impossible to know which hyper-reactors 
become hypertensive . . . that is to be discovered. . . . 


We know very well that one of the chief reasons for 
hyper-reaction is just the recording of the blood 
pressure. 


One of the first points always to look for in 
prognosis is the family history. You can’t know too 


much about the family history when prognosing, or 
even when diagnosing. 

Treatment of hypertensive heart disease is partly 
the treatment of the failure that may come, before 
the heart fails. 

There isn’t too much to be expected from many 
of the drugs that have come and gone through the 
generations of the treatment of high blood pressure. 

In the problem of coronary heart disease all sorts 
of factors have to be taken into account, including 
sex. If the male and female ratio is 24 to 1 under 
the age of 40, we must find some way to protect the 
male during his youth and middle age. Body build 
is very important, as we are sure from our studies 
that it is the mesomorph, the muscular, broad man 
who is the candidate. . . . After 60 it’s anybody’s guess 
who is likely to get coronary heart disease. 

In the old days it was thought that if a person 
got well from angina pectoris, the diagnosis must have 
been wrong. . . . We now know that one can get 
completely well from angina pectoris, coronary throm- 
bosis, and myocardial infarction. . . . We’ve got to 
do better about prognosis, in that it varies from 1 
minute to 30 years. 

We haven't any wonder drugs for coronary ob- 
struction, but much more important is the research 
on the factors that bring on coronary heart disease. 

When somebody tells me that a man had a coro- 
nary thrombosis because he was playing golf at 65, 
I am inclined to answer as follows—“How do you 
know that he wouldn’t have had coronary thrombosis 
at 45 unless he had played golf? Perhaps playing 
golf delayed his coronary thrombosis by 20 years!” 

At the moment my pet theory is that the meso- 
morph, the muscular man, who comes from a family 
of mesomorphs, builds up to coronary heart disease 
or hypertension. That man is the candidate. He 
should not gain any weight after the age of 22, 23, 
or 25. He should maintain his fighting weight. The 
fat that he gains does not just go into his skin—an 
argument you can use to help get people to lose weight. 
Tell of our experiences with weight reduction in 
animals, from whom we actually got rid of fat in the 
coronary arteries as well as from under the skin. 

I think a mesomorph was born to use his muscles. 
. . . He should probably exercise hard, not just once 
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a week doing a little grass cutting, but really exercise 
hard several times a week all through his life. . . . 
It is very hazardous to stop exercise at 40, and just 
sit down and wait for the end. I think the very process 
of stopping vigorous exercise at 40 contributes to 
more coronary heart disease and hypertension. It’s 
about time that we went back to the effects of the 
natural ways of living. 


There is an exciting decade ahead of us. 
x. 


Beginning with February, 1954, W. B. Saunders 
Company will publish a quarterly, The Pediatrics 
Clinics of North America, which will embody the 
planned approach and the practicality presently exem- 
plified in Medical Clinics of North America and 
Surgical Clinics of North America. 


x * 


The President’s Commission on the Health Needs 
of the Nation has reported that the nation spent an 
estimated $180,000,000 on research in 1952. This 
amount is almost ten times greater than that devoted 
to research a decade ago, but is three-tenths of 1 per 
cent of the nation’s defense budget and less than the 
amount spent each year on monuments and tombstones. 
It just about equals what the nation spent last year for 
home shampoos, home permanent wave kits and refills, 
toilet waters, and colognes. The commission reported 
that one industrial company spent a larger amount on 
business and product research last year than was spent 
by the entire nation on research into heart and circula- 
tory diseases, which account for between one-third 
and one-half of all deaths in the country. 


* * 


General practitioners will want to read an article 
written especially for them by Dr. Raymond F. 
Kaiser, Chief, Cancer Control Branch, National Can- 
cer Institute. It appears in the March, 1953, issue of 
GP, journal of the Academy of General Practice. The 
article outlines the growing knowledge of etiologic 
influences, the more efficient diagnostic technics, and 
the newer concepts of cancer itself. Cancer coordina- 
tors of our osteopathic colleges had the opportunity to 
meet with Dr. Kaiser at their first annual conference 
last May. The National Cancer Institute has been 
most helpful in assisting the coordinators in develop- 
ing cancer centers in our Colleges. 


x 


Recent reports from the World Health Organiza- 
tion point to close relationship between health and 
economics. The Government of Haiti has made a mass 
attack upon the tropical disease, yaws, during the last 
few years. By means of a single injection of peni- 
cillin at an average cost of 15 cents or less, 100,000 
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persons were restored to employable status to increase 
the country’s output by $5,000,000 a year... . In 
Greece the number of active malaria cases dropped 
from 2 million in 1942 to 50,000 in 1950. The annual 
cost for quinine was $1,300,000 prior to the use of 
DDT as a preventive ; the cost has dropped to $300,000 
since its employment. . . . In the Philippines absentec- 
ism in the schools was cut from 40 per cent in 1946 to 
3 per cent in 1949 after malaria control demonstrations 
were held. . . . It is not only that disease affects ac- 
versely the economics of distant countries that consti- 
tutes adequate reason for full support of the WHO 
program ; it is the fact that today the state of health in 
the most enlightened sections of the world is endan- 
gered by disease in its most backward and far distant 
sections. 


In a recent issue of the New York Times, its 
medical editor, Howard A. Rusk, M.D., points out that 
medical research pays off in dollars. In the period 
between 1937 and 1950 the death rate in the United 
States declined 15 per cent, largely because of medical 
research discoveries. This saving in lives added an 
estimated $2,500,000,000 in earnings to the national 
income which directly and indirectly added to federal 
revenues yearly about $661,000,000. Substantial budget 
cuts by Congress over the cuts made by the new 
Administration are being subjected to strong criticism 
since many of them involve medical research. Such 
cuts are held by students in this field to be shortsighted. 


* * 


A recent report on alcoholism in the United States 
estimates there are now 3,800,000 alcoholics, which 
represents a marked increase in number within the last 
decade. The chronic alcoholic is now termed a “sick 
person” since his use of alcohol interferes with a suc- 
cessful life, including its physical, social, and person- 
ality aspects. In addition to the chronic alcoholic, it is 
estimated there are 3,750,000 so-called social heavy 
drinkers. For a broad but brief study of this problem 
the reader’s attention is called to an article in the 
March, 1953, issue of Medical Clinics of North Amer- 
ica entitled “Treatment of the Chronic Alcoholic” by 
Curtis T. Prout, M.D., Assistant Professor of Psy- 
chiatry, Cornell University Medical College, New York 


_City. There is an excellent bibliography. Increasing 


attention by doctors must be given to the problem cf 
alcoholism for they are finding that more and more of 
their patients are in need of advice and skilled care. 


* 


x * 


The issue as to who should do psychotherapy is 
resolved by Albert S. Thompson of the Department of 
Guidance, Teachers’ College, Columbia University, by 
the forthright statement that psychotherapy is not prac- 
ticing medicine and that the psychologist does not 
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assume responsibility for the health of the patient or 
does the physician any more than does the lawyer 
when consulted on a legal problem, the minister when 
consulted on a religious problem, or a guidance coun- 
selor. Acknowledgely psychotherapy is not easy. Ad- 
mittedly it requires a knowledge of the psychologic 
principles of human behavior, specialized training, and 
supervised internship. Dr. Thompson points out that 
restriction of the practice of psychotherapy to medi- 
cally trained people, only some of whom have had 
specialized training in that field, would not protect the 
public from quacks, although it would effectively deny 
the practice of psychotherapy to those who have 
obtained their training in recognized institutions. He 
suggests that the professions involved in human wel- 
fare stop worrying about their prerogatives and start 
thinking about what is best for the individual and 
society. 


* 


The number of osteopathic hospitals serving com- 
munities is rapidly increasing. These hospitals bear a 
moral responsibility to meet the medical needs of their 
communities in a time of catastrophic emergency. The 
civil defense blood program of the Federal Civil 
Defense Administration provides a series of technical 
manuals which will be helpful to doctors and medical 
personnel who may be engaged in casualty services. A 
revised manual, “Blood and Blood. Derivatives Pro- 
gram,” TM-11-5, January, 1953, is for sale by the 
Superintendent of Documents, U.S. Government 
Printing Office, Washington 25, D.C. This manual 
does not give complete descriptions of technics for 
processing and administering blood and plasma. This 
information can be best obtained in two recent stand- 
ard textbooks which cover the entire field of blood 
transfusion. They are “Blood Transfusion,” DeGowin, 
Hardin, and Alsever, W. B. Saunders Co., Philadel- 
phia, and “Blood and Plasma Transfusions,” Strumia 
and McGraw, F. A. Davis Co., Philadelphia. 

* 


x * 


Cornell University Medical College Crash Injury 
Research program established in 1942 has come to the 
defense of the airplane safety belt which had been 
criticized recently in an article in the Scientific Ameri- 
can. Continued research proves that the safety belt can 
be criticized because it does little to stop the velocity 
of the head, which can fly forward and strike a hard, 
dangerous object. Even better would be a shoulder 
harness in combination with a safety belt but it has 
been difficult to induce passengers and civilian pilots to 
wear anything more elaborate than a belt. 


Every physician knows that to his patients the 
diagnosis of cancer and the consequent treatment and 
follow-up institute an emotional problem of such mo- 
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ment that the doctor is ill-prepared to cope with it. A 
3-year project investigating this problem has just been 
started at the Memorial Center for Cancer and Allied 
Diseases, New York City. The study is supported by a 
National Cancer Institute grant. The director of the 
project, Dr. Arthur M. Sutherland, associate attending 
physician and psychiatrist at Memorial Center, had an 
article on “The Psychological Impact of Cancer Sur 
gery” in Public Health Reports for November, 1952, 
which should be read by every doctor. Dr. Sutherland 
terms any attempt to convince the patient that he has 
no problems as “totally unrealistic.” 


* * 


“Half of all cancer involves sites accessible to 
direct examination. Do you examine these sites as a 
matter of routine?” This question is asked the general 
physician in a folder distributed by the National 
Cancer Institute. 


~ * * 


Supplies of gamma globulin are entirely inade- 
quate to meet the needs for the material now shown to 
have a definite usefulness in measles, infectious hepati- 
tis, and poliomyelitis. Estimates reveal that the avail- 
able gamma globulin will be sufficient to reduce 
poliomyelitis incidence not more than 3 per cent this 
year. The nation’s stockpile will be allocated by the 
Office of Defense Mobilization. State Health officers 
will be made responsible for distribution to physicians. 
ODM has set aside a portion of the available supply 
for use in prophylaxis of measles and infectious 
hepatitis. Most practical application in measles is for 
prevention or modification following definite exposure 
of susceptible children, provided it is given within the 
first week of the incubation period. Osteopathic physi- 
cians in unrestricted practice states should consult their 
city, county, or regional health office. Doctors not 
located near any of these offices should contact their 
state department of health. 


* * 


* 


Doctors of osteopathy will be interested in an 
article which appears in the April, 1953, Journal of 
Bone and Joint Surgery entitled “Manipulation of the 
Spine” by Edward G. Ewer, M.D. Nine illustrations 
of manipulative technics accompany the article. The 
author makes no references to osteopathy except by 
inference when he says that “some orthopaedic sur- 
geons look upon manipulation of the spine as a form 
of pseudomedicine bordering on quackery. . . . The 
basis for this conclusion undoubtedly lies in the fact 
that cults on the fringes of sound medical practice base 
their dogma on various manipulative procedures.” The 
author states the purpose of his paper “is to present 
generally acceptable methods of manipulation of the 
spine,” saying that the literature on the subject has 
become “voluminous in the last twenty-five years.” His 


references number five, three of which are European. 
His theory of the effects of manipulation shows no 
concept of the role of the musculoskeletal system as a 
factor in initiating a disease process; his technics of 
manipulation are elementary to an extreme degree. He 
claims no originality for the methods of manipulation 
which he presents. He shows no evidence of acquaint- 
ance with osteopathic literature. There are several dis- 
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cussants, one of whom seizes the opportunity to become 
faceticus by saying that he is grateful to the author 
“for at least two new wrestling holds.” It is probably 
too much to ask an essayist or discussant from old- 
school medicine to approach the subject of manipula- 
‘tion of the spine with entire honesty and without 
assumption of a superiority which he is unable to 
justify. But how refreshing it would be. 


BUREAU OF PUBLIC EDUCATION ON HEALTH 


HOBERT C. MOORE, D.O. 
Chairman 


Bay City, Mich. 


HEALTH AND WELFARE PLANS IN COLLECTIVE 
BARGAINING CONTRACTS 

The publication “Negotiated Health and Welfare Plans” 
by the Bureau of National Affairs, Inc. resulted from a 
survey of 400 employment contracts involved in labor-manage- 
ment negotiations. More than 30 per cent of the contracts 
surveyed provided some form of health and welfare benefits. 
The inclusion of health and welfare benefits in collective bar- 
gaining contracts is, generally speaking, a postwar develop- 
ment. In the prewar period bargaining activities were largely 
confined to the basic issues of wages, hours, and working 
conditions. Although unions sought protections for their 
members against the hazards of accidents and illness even 
before the turn of the century, no substantial progress was 
made until about 1933. From 1933 until the postwar period 
various companies took under advisement the establishment of 
health and welfare plans but the spread of such plans was 
hampered by the fact that commercial carriers in general 
were not adequately prepared to provide insurance coverage 
on a group basis. The postwar period was heavily influenced 
by the fact that the National Labor Relations Board ruled 
during this period that employers are required to bargain with 
majority union representatives of employees concerning group 
health and accident insurance programs and also with respect 
to pensions. This requirement applies even if a written con- 
tract is in effect if the contract does not provide for these 
subjects. 


“Negotiated Health and Welfare Plans” states that its 
study reveals that negotiated welfare plans fall generally into 
three categories. In the first category, management carries 
the principal burden of administration (or delegates that func- 
tion to the insurance underwriter) and contracts with com- 
mercial carriers or medical-service associations to provide 
benefits. This is the type adopted most frequently when an 
existing company health or welfare program is brought within 
the framework of the employment contract. In the second 
category a fund administered jointly or by the union is 
established and the benefits are secured by contracting with 
commercial carriers or medical-service associations of a 
nonprofit character. In the third category a joint or union- 
administered fund provides benefits through self-insurance. 
The majority of plans are of the first type. 

In publishing its report the Bureau of National Affairs 
set out the provisions of thirty health and welfare plans 
which had been negotiated by industry and are typical of 
health and welfare agreements in general in effect throughout 
the country. The report states that these plans evidenced 
that there are four broad types of administrative procedures 
adopted to regulate the plans. The first and most prevalent 
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procedure, accounting for about one-half of the total, is for 
control to be vested in the management. The second involves 
joint administration of the program by the parties concerned, 
namely the employer and the union. A few of the programs 
permit the administration of the plans by the unions. A fourth 
type of administrative control is that which delegates this 
authority to the insurance company underwriting the plan. 


. In nearly all insured programs—and a great majority of the 


health and welfare plans are insured programs—the insurance 
company by one type of control or another exerts considerable 
influence in the administration of the health and welfare 
program. 


The thirty negotiated health and welfare plans discussed 
in the publication are analyzed in detail. Among the matters 
discussed and commented upon are: (1) Whether the plans 
are maintained solely by employer payments or whether the 
employees must contribute, (2) the method of administration, 
(3) financing of payments, and (4) types of benefits provided. 
The different types of benefits that may or may not be included 
under the various plans are life insurance, payments for 
accidental death or dismemberment, hospital expenses, surgical 
expenses, medical expenses either in the hospital or at home, 
maternity benefits, coverage for nonoccupational sickness and 
accident, and provisions for extending benefits to dependents 
of employees. Special benefits included in one or more of 
the plans relate to special health benefits in case of a par- 
ticular disease such as tuberculosis, ambulance service, vacation 
benefits, and in one instance funeral benefits. 


A review of the various plans published indicates an 
absence of any intent to discriminate against recognized schools 
of the healing art. While the extent of hospital benefits 
varies under the different plans, in no instance is it provided 
that the hospital must be approved or registered with any 
national approving agency. Likewise, in the case of medical 
services furnished under the health plans, it is generally 
provided that they may be furnished by any legally qualified 
or licensed physician or the term “doctor” may be used to 
designate the person qualified to provide the medical serv- 
ices. This statement does not apply, of course, where the 
hospital or medical services are furnished by a panel of 
physicians or by a labor health institute maintained by the 
union. Usually, however, the benefits are provided either 
through a commercial insurance company, Blue Cross or 
Blue Shield, or through a self-insured trust fund. The non- 
discriminatory policies followed by most commercial insur- 
ance companies, as well as in most instances by the Blue 
Cross and Blue Shield, in regard to the health personnel 
who may provide medical and hospital services, evidence 
an intent to give to the employees and their dependents free 
choice of physicians and hospitals. These already negotiat- 
ed health and welfare contracts between employers and 
employees indicate, therefore, that the employee’s right to 
the services of the physician or hospital of his own choice 
is not, generally speaking, impeded by such health and 
welfare contracts. 
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REVENUE REVISION 

The following statements regarding the deduction of 
medical, dental, college, and educational expenses for income 
tax purposes were submitted to the Ways and Means Com- 
mittee of the House of Representatives on June 17 and 18, 1953. 


STATEMENT OF DR. CHESTER D. SWOPE, CHAIRMAN 
DEPARTMENT OF PUBLIC RELATIONS, "AMERICAN 
OSTEOPATHIC ASSOCIATION 
BEFORE THE COMMITTEE ON WAYS AND MEANS OF THE 

E OF REPRESENTATIVES 
DEDUCTION OF ppeorere AND DENTAL EXPENSES FOR 
INCOME TAX PURPOSES 

I am Dr. Chester D. Swope. I am a practicing osteopathic 
physician in Washington, D. C., and serve as Chairman of 
the Department of Public Relations of the American Osteo- 
pathic Association. 

At the outset, I wish to express my appreciation for the 
privilege of making this statement regarding possible revision 
of Section 23(x) of the Internal Revenue Code, which pro- 
vides for deduction of medical, dental, et cetera, expenses from 
gross income in computing income taxes. 

Provision of such deductions first appeared in the Revenue 
Act of 1938. It was last amended by the Act of October 20, 
1951. The provision currently reads as follows: 

Internal Revenue Code, Sec. 23(x) Medical, dental, etc., expenses. 
Expenses paid during the taxable year, not compensated for by insur- 
ance or otherwise, for medical care of the taxpayer, his spouse, or a 
dependent specified in section 25 (b) (3)— 

(1) If neither the taxpayer nor his spouse has attained the age 
of 65 before the close of the taxable year, to the extent that such 
expenses exceed 5 per centum of the adjusted gross income; or 
(2) If either the taxpayer or his spouse has attained the age of 65 
before the close of the taxable year, (A) the amount of such expenses 
for the care of the taxpayer and his spouse, and (B) the amount by 
which such expenses for the care of sucli dependents exceed 5 per 
centum of the adjusted gross income. 

The deduction under this subsection shall not be in excess of $1,250 
multiplied by the number of exemptions allowed under section 25 (b) 
for the taxable year [exclusive of exemptions allowed under section 
25 (b) (1) (B) or (C)], with a maximum deduction of $2,500, except 
that the maximum deduction shall be $5,000 in the case of a joint 
return of husband and wife under section 51 (b). The term “medical 
care,”” as used in this subsection, shall include amounts paid for the 
diagnosis, cure, mitigation, treatment, or prevention of disease, or for 
the purpose of affecting any structure or function of the body (includ- 
ing amounts paid for accident or health insurance). The determination 
of whether an individual is married at any time during the taxable 
year shall be made in accordance with the provisions of section 
51 (b) (5). 

There are a number of Bills pending before Congress 
which propose to reduce or remove the limitations and in- 
crease the coverage of the deductible items. 


Although medical care costs have not risen proportion- 


ately with other costs over the period of the last 10 or 15 
years, they have risen proportionately more since 1951, which 
was the date when revision of this provision was last before 
this Committee. According to the Consumers’ Price Index 
of the Department of Labor, cost advances between June, 
1950, and April, 1953, were 14.8 for medical care, 12.1 for 
housing, 11.0 for food, and 8.1 for apparel. 

About one-half of our families receive $3,000 or less in 
annual income. 

The health of our people is our primary asset. Much of 
the ultimate cost of medical care could be prevented if the 
people could be impressed with the importance of early diag- 
nosis and treatment. It is too often the practice to postpone 
medical care until the disability reaches imperative stages. 
Liberalizing the deductibility of medical expenses would un- 
doubtedly operate to encourage a more general practice of 
preventive medicine. Such a liberalization actually should 
result in more revenue, because the health of the individual 
has a direct bearing on the amount of income which he earns 
and the amount of taxes which he pays. According to the 
Report of the President’s Commission on the Health Needs 
of the Nation (House Document 55, Eighty-third Congress), 
each year we lose about a billion man-days from industry 
because of sickness or other disabling conditions. 


Some of the pending Bills relate to the deductibility of 
the costs of prepayment health insurance. Express affirmation 
of such coverage would stimulate the membership of prepay- 
ment plans, which is a desirable objective provided the induce- 
ment carries with it the protection of the right of choice of 
health personnel. 


DEDUCTION OF AND EDUCATIONAL EXPENSES 
FOR INCOME TAX PURPOSES 


Internal Revenue Code, Section 23(a)(1)(A), author- 
izes the deduction of “all the ordinary and necessary expenses 
paid or incurred during the taxable year in carrying on any 
trade or business .. .” As a result, physicians are permitted 
to deduct costs of attending professional conventions, dues 
to professional societies, and costs of scientific literature, but 
they are not permitted to deduct costs of refresher and post- 
graduate training. 

It is the duty of a physician or surgeon to keep up 
with the advancement made by his profession. His treatment 
is measured by the standard existing at the time the service 
is rendered, and not that which may have existed at some 
time in the past (21 R.C.L., Section 29.). 

Approximately one-fourth of the states expressly require 
osteopathic physicians or surgeons to annually undergo post- 
graduate or refresher work as a condition precedent to annual 
reregistration for practice. 

Graduate training is offered by the six colleges of oste- 
opathy and surgery. For example, the catalog of the College 
of Osteopathic Physicians and Surgeons describes its pro- 


grams of graduate and postgraduate study, in part, as follows: 

A program of graduate and postgraduate education is offered by 
the Graduate School of the College of Osteopathic Physicians and 
Surgeons to meet the demand on the part of the osteopathic pro- 
fession for the continued education of physicians in practice and for 
the adequate training of specialists. 

Opportunities for graduate and postgraduate study are available 
only on an organized basis and courses are offered only in those 
subjects and by those departments of instruction whose faculties, 
laboratories and library facilities are adequate to meet the high 
standards that have been determined as educationally acceptable by 
the College of Osteopathic Physicians and Surgeons for this type 
of study. 

In addition to the program of graduate study described above, 
the Graduate School offers, at postgraduate level, a variety of short 
continuation courses for practicing physicians. These courses are 
designed to enable the practicing physician to further pursue studies 
in the various fields of specialty practice. 


The fields of postgraduate study are: General Medicine, Ophthal- 
mology, Osteopathic Manipulative Technic, Otorhinolaryngology, Proc- 
tology, Surgery, Urology. 

A number of the 76 hospitals which are approved for 
intern training, including 37 hospitals approved for resident 
training, also offer postgraduate courses. In addition, a number 
of the State Osteopathic Associations, particularly those in 
reregistration states, conduct refresher and _ postgraduate 
courses. 

In a case decided on April 14, 1953, by the United States 
Court of Appeals, Coughlin vy. Commissioner of Internal 
Revenue, 203 F.2d 307, the expense of a lawyer in attending 
a tax course was held deductible as ordinary and necessary 
expense incurred in carrying on his practice. As yet, Bureau 
regulations have not been amended to conform to that decision, 
although I am informed that such regulations may be expected 
before the end of the year. It seems reasonable to expect that 
physicians attending postgraduate or refresher courses will 
be entitled to the benefit of the application of the principle 
involved in this case. However, it is impossible at this time 
to estimate the breadth of the principle that will be applied 
in the regulations. 

In view of these facts, we urge that Congress expressly 
provide for the deductibility of expenses incurred on the part 
of osteopathic physicians or surgeons, whether as general 
practitioners or specialists, in attending refresher or post- 
graduate courses having a bearing on their established pro- 
fessional practice. 
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Current Medical Literature 


DEFINITE TREATMENT OF SACCULAR ANEURYSMS OF 
THE AORTA WITH EXCISION OF SAC 
AND AORTIC SUTURE 

Saccular aneurysms of the aorta, their definitive treat- 
ment, and eight case histories are presented by Henry T. 
Bahnson, M.D., in Surgery, Gynecology and Obstetrics for 
April, 1953. Although numerous surgical procedures have been 
advocated, including ligation, wiring, use of fibrogenic or 
reinforcing materials and endo-aneurysmorraphy, only intra- 
saccular wiring and*the use of fibrogenic or reinforcement 
materials about the aneurysm are at present commonly used. 


Excision has been used in treatment of other aneurysms, 
but its use in cases of aortic aneurysm has been limited 
although the ideal therapy is removal and preservation of 
continuity of the aorta. The author gives case reports illus- 
trating the fact that aortic saccular aneurysms can be excised 
and aortic continuity preserved. 

Most aortic aneurysms are caused by arteriosclerosis or 
syphilis. Those infrequent ones from trauma and infection 
are similar to the syphilitic aneurysms. Arteriosclerotic aneu- 
rysm of the aorta as a general rule occurs in the terminal 
aorta below the renal arterial origin. Aneurysm of the ab- 
dominal aorta due to syphilis usually occurs at or above the 
origin of the renal arteries, but syphilitic aneurysm is five 
to ten times more common in the thoracic than abdominal 
aorta. Occasionally a thoracic aneurysm is caused by a wound 
or injury or by other than syphilitic infection. Abdominal 
aneurysm is even less frequently due to trauma. 

Signs of syphilitic thoracic aneurysm include pain, dyspnea, 
cough, hoarseness, and dysphagia. Prognosis is poor. Arterio- 
sclerotic abdominal aneurysm may present symptoms of pain 
and a mass in the abdomen, but some are symptom-free. Prog- 
nosis without operation is probably better than in syphilitic 
aneurysm. Syphilitic abdominal aneurysm has symptoms of 
pain, tenderness on palpation, and vertebral erosion. Prognosis 
is much poorer than with abdominal aneurysm caused by 
arteriosclerosis. 


Introduction of wire into the aneurysm has produced some 
excellent results but reactivation has often occurred. 

Endo-aneurysmorraphy has had excellent results in pe- 
ripheral artery aneurysms, but rarely is it performed or suc- 
cessful on the aorta. 

Employment of fibrogenic and reinforcing materials has 
become popular, but the author cites one series where pain 
relief was the only benefit claimed, and in only 40 per cent 
of cases. 

Although an accepted method of treatment for aneurysms 
of peripheral arteries, excision of aortic aneurysms has been 
performed in only a few cases, excluding those in conjunction 
with coarctation of the aorta, and even those who have re- 
ported success with aortic aneurysms have been unwilling 
to advocate it as the method of choice for saccular aneurysms 
due to syphilis. Excision of a saccular aneurysm of the aorta 
is often feasible and reports of eight patients in whom ex- 
cision was performed are presented. In six, excision of the 
sac and preservation of aortic continuity was successfully 
carried out. The technic used in surgery is described, illus- 
trated, and discussed. 


PLACENTAL BLOOD SERUM IN THE TREATMENT OF 
RHEUMATOID ARTHRITIS 


Preliminary Report 


The use of placental blood serum and the sustained im- 
provement it produced in rheumatoid arthritis are reported 
in a preliminary report by Morris Spielberg, M.D., in the 
Archives of Internal Medicine, March, 1953. Fifteen women, 
aged 26 to 75 years with active rheumatoid arthritis of 2 to 


31 years’ duration, were selected for this study. Other therapy 


had previously been tried in every case. All patients were Rh 
positive. 

Placental blood serum was prepared from placental blood 
collected immediately after the umbilical cord was cut. The 
blood was allowed to flow freely; the cord was not stripped. 
Serum pooled from blood after overnight refrigeration was 
submitted to centrifugation for 45 minutes at 2,500 R.P.M. 
in order to remove red blood cells; it was filtered and refrig- 
erated. All mothers were Rh positive with no history of 
syphilis, and all had negative serologic tests for syphilis. 

All patients received a physical examination, complete 
blood count, and urinalysis. In addition, appropriate examina- 
tions were made at regular intervals during treatment. Each 
patient was classified according to the severity of her disease, 
using the New York Rheumatism Association standards, from 
Stage I, early, to Stage IV, terminal. Functional capacity 
was classified from Class I, complete capacity, to Class IV, 
total incapacity. Therapeutic response was classified from 
Grade I, maximum improvement, to Grade IV, no improvement 
or progression. 

Serum dosages varied from 5 ml. to 250 ml., intravenously 
or intramuscularly, at 1- to 7-day intervals. Optimum effect 
was obtained from a dosage of 30 ml. intravenously every 
day for the first 2 weeks, 30 ml. three times a week for the 
next 2 weeks, 30 ml. twice a week for the following 3 
weeks, and 30 ml. once a week for 1 to 3 weeks. The schedule 
of doses was changed according to clinical response. 

Pooled blood serum and plasma from healthy men and 
nonpregnant women were used as controls or placebos and 
were administered at the beginning, in the middle, or at the 
end of treatment. 

Preliminary findings in treating fifteen women show that 
placental blood serum has a decided antirheumatic effect on 
patients with rheumatoid arthritis. In 67 per cent there was 
definite improvement—beginning on the second day in three 
women. Three patients (20 per cent) showed a Grade I 
response; three (20 per cent) Grade II response; four (27 
per cent) Grade III response, and five (33 per cent) showed 
no response. 

Stiffness, pain on motion, muscle spasm and swelling of 
joints were reduced in those patients who showed response 
to treatment. Muscle tone improved, and mobility of joints 
increased. They had an increased sense of well-being, slept 
more restfully, showed an improvement in appetite, func- 
tional capacity, and ability to carry on duties. The response 
was more rapid and dramatic in those women who had not 
reached the menopause and in those who had the disease for 
a shorter period. All who showed no improvement were past 
the menopause. 

Whereas the ameliorating effect of pregnancy on rheuma- 
toid arthritis does not last long postpartum, ten of the women 
in this report continued to show improvement for 6 months 
after treatment with placental blood serum (with no additional 
therapy), and its use produced no toxic side-effects. 


GANGRENE FOLLOWING INTRA-ARTERIAL TRANSFUSION 


Gangrene of the upper extremity which twice followed 
intra-arterial blood transfusion is reported by William S. 
Blakemore, M.D., and others in the Journal of the American 
Medical Association for March 21, 1953. 

One case of gangrene occurred in a 7-year-old boy suffer- 
ing from severe burns, and eventually resulted in amputation 
of the left forearm. The second case appeared in a 45-year-old 
woman operated on for perforation due to ulcerative colitis 
and was confirmed at autopsy. 

The report includes some of the other hazards of intra- 
arterial transfusion as well as methods of minimizing the 
risk of gangrene following it. 
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